© 


January-February 1960 Vol. No. Published the American Cancer Society. Ine. 


not 


[NL., fr. Gr. euthanasia, fr. 
well thanatos death.| 

easy death means inducing 

one. 

Act practice painlessly putting 
death persons suffering from incur- 
able and distressing disease. 


The original, etymological, benign defi- 
nition apparently being supplanted, even 
the vocabularies some physicians, 
the secondary, bastardized, malign mean- 
ing murder. The medical profession has 
opposed consistently and unanimously all 
efforts legalize “mercy killing.” the 
implementation definition however, 
physicians are not unanimous. This is- 
sue presents various ideas concern- 
ing the “means inducing” “an easy 
not 


There nothing like row for doing good. 
William Osler, meeting Committee Swine Fever 


Research, May 1914. 


Cover—The Doctor, one the original woodcuts designed Hans Holbein, the 


Younger (1497-1543), for the series 


The plague which struck Europe 
1347 rang down the curtain the Middle 
Ages. Bishop, baron and serf alike were 
slaughtered the great equalizer, and the 
whole feudal structure 
communities, macabre pantomime was 
performed, the “Dance Death.” The 
idea was exorcise the disease—to outdo 
death. Strangely enough, even the doctor 
appeared the dance, helpless 
Everyman when tugged the grinning 
skeleton. 

Death here perfect mockery intro- 
ducing sick and aged man physician, 
who, with professional 
about examine the urinal, which Death 


congnoys bien maladie 
Pour patient secourir, 

mal dont deburas mourir. 


“Dance Death.” Bettmann Archive. 


with ludicrous gravity giving The 
contrast among the characters who take 
part this scene well supported. The 
physician represented student, 
earnestly engaged searching his authori- 
shows humane qualities reflected 
the confidence reposed him his 
sleeping dog. The emaciated patient, lean- 
ing crutch, and warmly wrapped 
cloak and quilted cap, and the 
well-clad practitioner are well con- 
ceived and executed the grim and 
grotesque figure Death, who may 
Dost thou think thou art able 
save man whom have already 
power?” 


Ailments thou understandest well 

And healer the sick canst 

But rash, vain man thou canst not tell 
what form Death shall come thee. 
—Gilles Corozet (1538). 
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The United States Department Health, Education 
and Welfare announced December the availability 1.5 
million dollars appropriated Congress for grants 
Support Community Cancer Demonstration Projects. Nine 
such grants have been awarded the fields cytology, 
detection and records. addition support also avail- 
able for education, rehabilitation and therapy. Applica- 
tions from nonprofit organizations and institutions and 
official health agencies should addressed tothe Re- 
gional Medical Director, PHS, the following addresses: 
St., Charlottesville, Va.; Seventh St., N.E., 
cago Ill.; 2305 Federal Office Bldg., 911 Walnut St., 
Kansas City Ninth Floor, 1114 Commerce St., Dallas 
Room 551, 621 17th St., Denver 447 Fed- 
eral Office Bldg., Civic Center, San Francisco Calif. 


Electrophoretic Differential Diagnosis: 


Fairweather (U. Texas) found electrophoretic 
patterns serum and ascitic and pleural fluids 
value differential diagnosis cancer from cirrhosis and 
possibly from congestive heart failure. Electrophoretic 
patterns and ranges the albumin and protein fractions for 
normal persons were eStablished similar those from 
Massachusetts General Hospital. before and after 
therapy were studied. 


Supervoltage Therapy: 


summary one the first reports clinical 
use the University California Medical Center's 
million-volt synchrotron shows: Advantages Synchrotron 
allows adequate dosage deep-seated lesions with rela- 
tively little effect skin and superficial structures. 
Systemic reactions have been mild. Disadvantages [t's 
large and clumsy and requires highly skilled crew. Much 
time and effort required change shape field. 


News Notes from The Forty-Fifth Meeting the Radiolog- 
ical Society North America Held Chicago November 
15-20: 


Fry (Urbana, Ill.) reported progress the study 
the selective tissue component destruction ultra- 
sonic energy. Under accurately controlled dosage condi- 
tions, selective changes tissue can produced high 
intensity ultrasonic radiation. focusing the radia- 
tion changes can produced any desired depth without 
harm intervening tissue, and there cumulative 
effect with ionizing radiation. Volumes complex 
shape and orientation can irradiated appropriately 
moving the focus the ultrasonic beam. 


Lusted (Rochester, Y.), claiming that the part 
diagnosis susceptible logical analysis may stated 
terms symbolic logic, probability and value theory, 
has applied this mathematical theory roentgen diagnosis. 
investigation determine whether the extensive memory 
electronic computer could help the physician with 
medical diagnosis led the development electronic 
scanner for mechanical screening chest fluorograms. 


Elkind (Bethesda, Md.) reported advances tissue 
culture techniques that permit quantitative, cellular 
radiobiological studies with mammalial cells. Experiments 
are directly applicable tumor therapy and show that suc- 
cessful treatment requires complete sterilization and that 
irradiated tumor cells repair their accumulated 
rapidly. These findings have great importance 
tumor therapy since the consequences cellular recovery 


can have profound effects treatment courses involving 
fractionated dosage. 


Finkel and associates (Lemont, are investigat- 
ing changes growth and lifespan mice, well 
effects infectious, degenerative and neoplastic dis- 
eases, produced feeding definite ratios radiostron- 
tium calcium throughout the lives the animals. The 
dosage level 5000 times that the new occupational 
maximum permissible body This experimental ap- 
proach estimating the hazard fallout can expected 
yield incidental cancer information. 


(Continued after Page 36) 
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Vision Fair and 


With this quote from 
Julius Caesar—as text, the author, 
paternalistic, hortatory, philosophic hom- 
ily, introduced the members the class 
entering Georgetown University Medical 
School some the less frequently dis- 
cussed nuances medical ethics. Quoting 
from Elisha Bartlett described the visit 
Hippocrates the age the sick- 
bed young nobleman. “His examina- 
tion the patient was long, anxious and 
—to give directions regard few 
simple remedies. With sad but de- 
cided expression his fears the issue 
the case, and few kindly and pious 
words the weeping wife about the dig- 
nity, the solace and the duty, all our 
trials, submission the will the gods, 
gathered his mantle gracefully about 
him, had his sandals refitted the slave 
who waited the vestibule, and proceeded 
his daily round visits among the 
houses the city.” Thirty years later 
group Greek youths gathered the 
temple Aesculapius “to acquire the 
clinical skill and experience the great 
physician Cos and listen the elo- 
quent lessons the illustrious professor.” 
Hippocrates, the Father Medicine, saw 
before him young men “filled with hope, 


one-minute abstracts 
the literature 
terminal 


with ardor, with promise, life’s full and 
radiant future stretching far and fair be- 
fore them.” His ethical principles still re- 
main untarnished today. The medical neo- 
phyte can glean much from recorded his- 
tory and writings physicians our past 
and from his contemporaries who can 
paint for him vision fair and fortunate.” 
Qualities developed the medical 
student include faith—in the profession 
and its attributes, which will create re- 
ciprocal faith those whom, ultimately, 
will serve. second quality intel- 
lectual honesty without which physician 
does not deserve bear the name. 
third essential quality intellectual curi- 
osity, which carries his vision beyond the 
horizon. Equanimity—coolness and pres- 
ence mind, imperturbability, serenity 
demeanor—is priceless possession 
and comfort all who come into contact 
with physician. And, finally, cour- 
age—to face difficulties with fearlessness, 
daring, fortitude and intrepidity dis- 
tinguishing feature the successful physi- 
cian. There profession which 
often requires calm, reasoned courage, 
wrung from the depths the best man. 
physicians you will encounter differing 
points view upon which creative in- 
stinct depends. Each must make our 
own combinations truths. “No one can 
close his mind the value rival points 
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view, however they may clash with his 
prejudices, and dare say, thereafter, 
that educated man.” [For the 
views this physician-philosopher the 


Copeland, M. M.: A vision fair and fortunate. Bull. 
Georgetown Univ. M. Center 9:92-96, Jan., 1956. 


Ten Commandments Palliation 


The author proposes the following 
decalogue palliation the management 
incurable patients afflicted with malig- 
nant neoplasia disease: (1) Only one 
physician shall charge the patient. 
Consultation may required, but the pa- 
tient’s body and mind must the hands 
one physician. (2) drug ad- 
diction must not permitted occur, 
except the last months life expec- 
tancy, when may desirable. (3) Rest 
periods shall given between periods 
active treatment. (4) Previous treatment 
shall not depreciated. (5) Nothing be- 
yond supportive therapy shall given 
comatose patient known have incur- 
able malignant disease. (6) Maximum pal- 
liation shall used improve the pa- 
comfort. (7) The 
make his own decision concerning pallia- 
tive procedures after being fully informed 
the physician. (8) The patient’s mental 
tranquillity shall protected inform- 
ing him only the extent his under- 
standing and receptivity. (9) The 
family shall protected—the patient con- 
tinuing his recuperation and hobbies 
long possible. (10) The family finances 
shall considered connection with the 
cost medical, surgical, radiological, hos- 
pital and nursing care. Judicious advice 
and adequate management can keep many 
“hopeless” patients afloat for long periods. 
The difference between the results ob- 
tained and “incurable” pa- 
tients only quantitative, not qualitative; 
that survival time. Shaw stated that 
“the only difference between one man and 
another the stage the disease which 
lives.” 


Grigg, N.: and other aspects 
palliation |Editorial|. Am. J. Roentgenol. 80:863-866, 
Nov., 1958. 


Right Die 


Where the doctor’s Hippocratic oath 
and sense duty taking him. People are 
being kept alive who are getting precious 
little out it. doubt quite exciting 
for doctor see how long can keep 
aged heart case alive. But much fun 
for the patient—weariness and discomfort, 
frequent visits from the doctor, “bottles 
and and the whole paraphernalia, 
worry and misery for the relatives? One 
cannot expect the family doctor act un- 
professionally, but begin wonder 
when extraordinary efforts are made 
keep alive, say, mongol baby with its un- 
happiness for the parents and awkward 
psychologic effects the siblings. Per- 
haps, strictly speaking, not the doc- 
business, nor the business hospital 
boards, sanitary inspectors, etc., but most 
have our own ideas the proper 
course action. may not know much 
about what real happiness is, but can 
least avoid certain miseries allowing 
people right die. 


Mitchison, N.: The right to die. Med. World 85:159 
160; 163, August, 1956. 


“Liberating 


eu, easy, pleasant, painless, and 
thanatos, death. relieve the pains that 
precede death the duty every doctor 
and may truly called one the out- 
standing missions the medical profes- 
sion. This particular form euthanasia 
universally recognized and accepted. How- 
ever, the original benign word euthanasia 
has now been given opprobrium being 
applied the legal right for mercy 
liberating death persons suffering 
from the long agony incurable disease. 
This form euthanasia conflict to- 
day, all civilized countries, with social 
standards. The author comments that the 
feeble-minded and the mentally deranged 
should barred from any discussion 
the advisability euthanasia, and that 
close relatives the patients should not 
allowed request euthanasia. Life teaches 
that the deeper one goes into problems, 


the more one inclined favor both 
sides instead assuming definite pro 
con attitude for one specific side. After 
analyzing the problem euthanasia 
erating death) from the viewpoints 
legal philosophy, natural science, religion 
and medical jurisprudence, the author 
found impossible arrive concept 
causing the balance swing both sides. 
was unable reach the conclusion 
that euthanasia constitutes genuine right 
man, and this why feels must 
necessarily reject method relief. 


Rud, F.: Euthanasia. J. Clin, & Exper. Psychopath. 
14:1-12, March, 1953. 


The Clergyman Terminal 


From the point view the 
best interests, should always kept 
mind that the main purpose treating 
person terminal illness, short long 
duration, not keep him alive long 
possible, make him comfortable 
possible, but rather help him, even 
during the last hard period, deepen his 
own understanding life’s meaning and 
use his remaining time positively and 
constructively. The question 
marily the quantity ease living, but 
the quality living. The clergyman’s re- 
lation with the patient should begin 
death alarm will occur when enters the 
picture. The clergyman can effectively 
complement the role the physician 
the total care the patient terminal 
illness. 


cian, the clergyman, and the patient in terminal ill- 
ness. Pennsylvania M. J. 54:541-545, June, 1951. 


Patient Extremis 


Some physicians feel that they have 
option and must always keep struggling 
prolong life, but others are guided the 
end the wishes the family. not 
wish here advocate euthanasia the 
only about relaxing some effort for old 
persons when they are obviously beyond 
human help. Some day when lie dying, 


hope that will have some wise 
and kindly physician who will keep in- 
ternes from pulling examine 
chest, constantly puncturing veins, 
putting tube down nose, giving 
enemas and drastic medicine. 
sure that the end, will very much want 
left alone. “All such disturbance 
the dying patient inexcusable.” Physi- 
cians must especially kind the aged 
and the dying. They must not bind them 
with restrictions and 
signed make them live few months 
longer. These restrictions only make their 
remaining days unhappy, and the physi- 
cian cannot sure that they will lengthen 
life. Perhaps the old person does not want 
days pain lengthened. 


Alvarez, W. C.: Care of the dying. J. A. M. A, 150: 
86-91, September 13, 1952. 


What Terminal Cancer 


The protean nature cancer, 
manifests itself clinically, makes the word 
almost insusceptible rational 
definition. Terminal care should begin 
the moment when accepted, after care- 
ful study, that the disease can- 
not managed surgically and that 
other means obliteration can prove ef- 
fective. There one grave danger adopt- 
ing the attitude compromise car- 
ing for any patient—even the patient with 
advanced and seemingly hopeless cancer. 
Admitting for the moment that such com- 
promise may become expedient some 
point the course cancer, where shall 
that point designated? seems best 
show the white feather one case, why 
not the next? prolonging life appears 
morally unsound one case, will the same 
not hold the next one? When shall the 
doctor and his team slacken their efforts? 
Who shall say when the battle over? The 
danger obvious: reduce the thera- 
peutic effort any time, under any cir- 
cumstances, permit the nose the 
camel called, “therapeutic nihilism” into 
the tent. not unattractive beast. 
saves work, and better yet—he saves 
worry. course, got all the way 
would save the doctors all worry—and 
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incidentally, all work. Obviously, must 
keep his distance. possible that the 
safest and fairest method accomplish- 
ing this say that every living cancer 
patient must regarded susceptible 
improvement. 

Cameron, C. S.: Living with cancer—professional 
atttiudes, especially as they affect the terminal pa- 
tient. Paper presented at the American Cancer So- 


ciety’s program, National Conference of Social Work, 
Chicago, May 27, 1952. 


Nunc Dimittis 


doctors our first business pro- 
long life, while can prolonged. Some- 
times patient, not disinterested rela- 
tive, will beg help him die, put him 
out his misery, were taking 
blind and toothless old dog the veteri- 
nary surgeon. Euthanasia puts the doctor 
the dangerous position judge, jury 
and executioner all one. doctor can 
accept such role without dulling the 
finer edge his conscience without en- 
dangering the trusted and honored posi- 
tion the medical profession today but, 
whilst our duty prolong life, 
certainly not our duty prolong the act 
dying. When can say that the patient 
dying? The signal that death hand 
when remedies that have helped before 
longer so, when sepsis advances 
spite antibiotics, when digitalis will 
longer steady the heart, when morphine 
will not ease pain. Even when suffering 
from inoperable cancer may recover 
sufficiently back work for several 
weeks and lead contented and even 
happy life. The young patient has unpre- 
dictable powers recovery and un- 
wise decide that child young adult 
has hope recovery until actually 
dead. With the old, death more likely. 
When the patient clearly dying, the doc- 
tor longer concerned with fighting 
for recovery, fight that may often make 
him advise measures that distress the pa- 
tient. now concerned only with min- 
istering comfort and peace mind, 
particularly the relief pain with aspirin, 
morphine, alcohol, barbiturates, chlor- 
promazine, hormones and antibiotics. Sur- 
gical relief pain should not under- 


taken unless the probable duration life 
exceeds three months. 


Ogilvie, H. (Sir): Journey's end. Practitioner 179 
584-591 Nov., 1957. 


Nec Silet Mors 


Many patients die because the doctor 
thinks they must. The trouble is, knows 
too much, rather does not know how 
little knows. The state affairs just 
described, not letting people die, must 
not confused with the effort prolong 
life the end incurable disease. 
This quite different situation. pro- 
long life many such cases is, Samuel 
Gee remarked, “not prolonging life 
much prolonging the act dying.” 


Horder, T. J. (Lord): Signs and symptoms of impend- 
ing death. Practitioner 161:73-75, August, 1948. 


Terminal Care 


The dying patient usually more oc- 
cupied with symptoms than with portents. 
The easy deaths are those where con- 
sciousness goes early, the sudden death 
the comatose death. The dying patients 
who tax our skill are those who are con- 
scious and struggling with asphyxia 
pain. When possible say patient 
dying? patient dying when the well- 
tried remedies fail and substitutes can 
found, and some unknown way, the 
patient enters into the act dying. not 
much the time death the manner 
dying. Many physicians are wisely cau- 
tious about finality their prognoses. 
one knows when some new treatment 
cure may just around the corner. the 
care the dying, first must avoid doing 
harm. This includes belated attempts 
remedial treatment and measures likely 
increase discomfort, such useless moves 
recourse dangerous toxic drugs 
when their time has clearly passed. in- 
cludes also the subjection dying people 
dramatic but useless surgery inves- 
tigations practical value. should 
try avoid vigorous fiddling. “Young doc- 
tors kill their patients, old doctors allow 
them die.” Younger patients “should 
never considered dying until they are 


dead, even though suffering from some 
chronic pulmonary, cardiac, renal, ma- 
lignant disease.” 


Hebb, F.: Care the dying. Canad. 65: 
261-263, Sept., 1951. 


When Hopeless? 


discussing death event, there 
the difficult decision when all 
hope recovery should abandoned. 
There tendency hospitals, some- 
times, carry with treatment which 
longer beneficial. this connection, 
fortunate resident, who can obtain 
the kindly advice wise, experienced 
ward sister. 


Barber, H.: The act of dying. Practitioner 161:76-79, 
August, 1948. 


Euthanasia And The Law 


When the author was resident Mid- 
dlesex Hospital 1927, was advised 
the house surgeon that received 
urgent call the Cancer Wing saying 
that patient had hemorrhage, would 
kinder not hurry. The patients that 
ward included some the most dreadful 
conditions that man can see. But matter 
how much they suffered, they never asked 
for death and were pathetically grateful 
for relief from pain and for nursing care. 
The legal penalties for negligence and mal- 
practice are heavy. doctor foolish 
proclaim from the housetops that 
deliberately practices euthanasia, risks 
conflict with the law. The courts their 
best protect the doctor his profes- 
sional relationship with his patient, but 
both murder and manslaughter, the 
criminal act may one omission 
well commission. Anyone who kills 
another person upon the desire com- 
mand the latter guilty murder. 
Even incitement suicide, successful, 
murder. Therefore, the present position 
that the action patient dying quiet 
and easy death is, law, murder and 
doctor deliberately shortening 
life liable this terrible charge. 


Banks, L.: Euthanasia. Bull. New York Acad. Med. 
26:297-305, May, 1950. 


Right Live Die 


The author states that not dis- 
cussing euthanasia for which holds 
brief, but that, our pursuit the scien- 
tific aspects medicine, are con- 
cerned with the right all men live, 
sometimes forget that all men must also 
die. always pleased when his surgical 
residents ask the questions: How vigor- 
ously should this patient with widespread 
metastases treated? What our proper 
role physicians sustaining life cases 
like this? How much how little therapy 
ethically morally proper? What about 
the hospital bills? The hospital death-bed 
scenes the author has seen are not par- 
ticularly dignified. The family shoved 
out into the corridor the presence in- 
travenous stands, suction machines, oxy- 
gen tanks and tubes emanating from every 
natural surgically induced 
orifices, and, the patient not coma- 
tose, his last words and wishes are lost 
behind oxygen mask. Our ethical stand- 
ards must based not only the physi- 
ologic and pathologic aspects humanity, 
but also appreciation the eco- 
nomic, psychological, social and moral 
aspects, which gained, not 
Osmosis the hospital wards, but ac- 
quainting ourselves with the discussions 
sociologists and philosophers. Each one 
must strike balance between the sci- 
ence and the art medicine; and not al- 
low culpable ignorance mask itself 
humanitarianism. must not allow scien- 
tific achievement preclude the right 
everyone live die. 


Farrell, J. J.: The right of a patient to die. J. South 
Carolina M. A, 54:231-233, July, 1958 


Hopeless Treatment 


the advanced, hopeless case, the 
duty the physician accept defeat and 
direct management accordingly. Scien- 
tific discovery changes the environment 
within which decisions must made, but 
the decisions themselves depend fac- 
tors that derive from custom and tradi- 
tion, from poetry and literature, from 
philosophy and religion. The physician 


who has make such decisions needs 
full education. There ever-increasing 
proportion medical students who have 
medical, let alone other professional, 
family background, nor classical educa- 
tion, which normally protect against sub- 
stitution material for abstract philo- 
sophical considerations based study and 
understanding the great masters, past 
and present. Occasionally, relative asks 
that more treatment given; but every 
reasonable measure should tried, espe- 
cially the young. When patient, who 
desperately ill from what seems 
inevitably fatal and painful disease, de- 
mands release, euthanasia might appear 
justifiable. But the law forbids this 
action and all one can accept the 
maxim, “Thou needst not strive officiously 
keep alive,” and ensure the use 
drugs that the patient does not suffer 
more than absolutely unavoidable. 


Gavey, C. J.: The Management of the “Hopeless” 
Case. London. H. K. Lewis & Co., Ltd. 1952. : 


Prolong Suffering? 


There are few who have not had 
occasion view with deep and lasting re- 
gret, and act betrayal, the neces- 
sary disposal faithful, aged pet. even 
though this was the logical, proper, merci- 
ful, humane and, fact, the only course. 
There are instances which mercy and 
logic should over-rule sentiment. Our pri- 
mary interest physicians lies neither 
life extension nor its sociologic eco- 
nomic consequences, but wholly the re- 
lief suffering. The author questions 
whether there are many who have not 
had occasion practice what may 
termed “passive admin- 
istration sedatives and the withholding 
stimulants situations which the 
outlook obviously hopeless. 


Davis, E.: Should we prolong suffering? Nebraska 
State M. J. 35:310-312, Oct., 1950 


Management Extremis 


Not many years ago the dying were 
cared for their families. Now, with in- 
creasing age death and higher medical 


and nursing standards requiring more ap- 
paratus and care, patients are taking 
prolong life, although not necessarily 
prolong the act dying, and one ques- 
tion know where draw the line. 
should not say that person with incur- 
able cancer dying soon know 
that moderately early end inevitable. 
patient dying when ordinary remedial 
palliative measures fail have their 
normal effect. patient with carcinoma 
will pass through phase which fair 
degree comfort can maintained with 
certain drugs procedures, and then, 
some unknown way, the well-tried reme- 
dies fail act, nor can substitutes 
found. From then on, such patient can 
considered dying. The physician has 
duty toward his patient that not dis- 
charged until the last breath 
taken and the flickering pulse still. 


Leak, W. N.: The care of the dying. Practitioner 
161:80-87, August, 1948. 


Doctor The Death-Bed 


Our understanding dying process 
not increasing. All remember that 
Hippocrates described the facies the 
dying but seem have forgotten that 
forbade the administration remedies 
those beyond hope. Recognition that the 
end both inevitable and imminent will 
simplify our task. the home, the dying 
patient normally spared unwelcome at- 
the hospital ward that the 
urge something often overcomes 
doctors and nurses. Medication directed 
toward relief distress, dyspneic pain- 
ful, always required, but the mainte- 
nance pulse and respiration the un- 
conscious dying patient not valid aim. 
Regardless the philosophic 
religious attitude should seek the 
help the clergy, which benefits not only 
the patient and the family but also inci- 
dentally the physician. There sphere 
medical work where more humanity 
called for than the care the dying. 


Rudd, T. N.: Family doctor at the death-bed; medi- 
cal classics reconsidered. Med. World &85:50-52, July, 
1956. 


Century and Half Ago 

The physician will not torment his pa- 
tient with unavailing attempts stimu- 
late the dissolving system, from the idle 
vanity prolonging the flutter the 
pulse for few more vibrations: can- 
not alleviate his situation, will protect 
his patient against every suffering. 
When things come the last and the act 
left undisturbed. 
Ferriar, J.: Medical Histories and Reflections; On 


the Treatment of the Dying, Vol. 3. London, 1798; 
pp. 193, 203. 


Care The Dying 

Instead any progress the art 
caring for the dying, medical practice 
seems have deteriorated. Many doctors 
nowadays, when death their patients 
becomes imminent, leave the dying the 
care the nurses and the sorrowing rela- 
tives. often impossible for even the 
most experienced decide just when the 
act dying begins. The young physician 
needs every possible help deciding, for 
the treatment the patient must then 
radically changed. Restorative measures 
have then become worse than useless; for 
instance, the giving nourishment and 
stimulants when there not only possi- 
bility their being absorbed, but also 
great danger their being regurgitated 
inspired. Only less fatuous the appli- 
cation artificial heat after the heat regu- 
lation the body has failed. When 
active measures relief are required, 
the duty protect the patient 
from the disturbance officiousness: Dis- 
[Salisbury Cardinal deathbed, 
Shakespeare’s King Henry Mod- 
ern methods resuscitation are most de- 
cidedly out place where disease 
accident the usefulness has ended. 
Especially this true where resuscitation 
would only renew the sufferings. 
Such attempted defiance nature even 
less justifiable than are the efforts for pro- 
longing life when the inevitable approach 
death offers merciful release. Yet, 


both these ways, many our profes- 
sion seem believe themselves duty 
bound their utmost. They ought 
know better. The dying ought al- 
lowed depart peace. Proper treatment 
depends the appreciation 
his dying personality which the 
foundation the art medical practice. 
distinguishes the physician 
veterinary. 

Worcester, A.: The Care of the Aged, the Dying 


and the Dead, 2nd ed. Springfield, Ulinois. Charles 
C Thomas, 1940. 


Palliative Cancer Treatment 


The primary aim cancer treatment 
the complete ablation the disease. 
this end various forms treatment are 
employed singly combination. Cures 
are obtained largely the localized and 
accessible tumors. Disseminated and less 
accessible tumors more often require pal- 
liative treatment. With research, the attack 
uncontrolled cancer changing slowly. 
Progress dealing with cancer must not 
measured solely the cure rates, but 
also advances palliative therapy. 
Considerable progress being made ex- 
tending useful life and rendering more 
comfortable patients with inoperable can- 
cer. Prolongation active life five 
more years some patients with pros- 
tatic cancer antiandrogen therapy sug- 
gests the possibility that, with slightly more 
effective therapy, cures may realized. 
Some forms disseminated cancer are 
yielding ablation through basic and clin- 
ical research. The author presents detail, 
with practical dosages, timing, etc., the 
several modalities palliative therapy— 
chemotherapeutic, endocrinologic, surgi- 
cal, radiotherapeutic and general medical 
supportive measures including descrip- 
tion the Georgetown University Home 
Care Program for Cancer Patients. This 
report, with its 150 references constitutes 
comprehensive and practical guide the 
care the patient with inoperable and in- 
curable recrudescent cancer. 


Copeland, M. M.: The palliative care of inoperable 
and incurable recrudescent neoplasms. J. Chron. 
Dis. 4:186-211, Aug., 1956. 


When [the physician] can keep life longer in, makes fair and easy passage 


—Thomas Fuller 
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Life 


Advanced Cancer?” 


“Why the 


David Karnofsky, 


the lead article and 
several quotations the May-June 1959 
issue CA, suggested that the pro- 
longation life patients dying ad- 
vanced cancer condemned. Death 
presented providing desirable re- 
lease and the physician who attempts 
delay death bumbling not actually 
cruel. Thus, Dr. Rynearson conjures 
dreadful picture reluctant patients 
“kept alive indefinitely means tubes 
inserted into their stomachs, into their 
veins, into their bladders, into their 
rectums—and the whole sad scene thus 
created encompassed within cocoon 
oxygen which the next thing shroud.” 
George Washington pleading, “let 
with his who were 
practicing the “then current methods 
scientific Death depicted 
another place friend, providing 
graceful and dignified exit for man the 
twilight period life. 

The majority laymen and perhaps 
physicians will presumably approve 
these sentiments. family painful 
watch loved one deteriorate. Further- 
more, aggressive supportive measures, be- 
cause they usually require the finest fa- 
cilities and trained personnel, are very ex- 
pensive. the physician, active care 
the advanced cancer patient time-con- 
suming and exhausting, particularly since 
benefit the patient, terms pro- 
longed improvement, rare. Furthermore, 
the physician has understandable dis- 
taste continue care for someone who 
patient the steady progression his can- 
cer depressing, and often entails great 
suffering, and becomes man- 
age. Death, besides offering quicker end 
presumably hopeless patient, means 


Memorial Center for Cancer and Allied Diseases, 
New York, N.Y. 


Patient with 


less distress and financial responsibility 
for the family and fewer demands the 
resources physicians and nurses, who 
can give their attention more reward- 
ing medical problems. These arguments, 
which are applicable many cases with 
advanced disease, cannot easily denied. 
submit, however, that ethically 
wrong for doctor make arbitrary 
judgment, certain point his 
illness, stop supportive measures. The 
patient entrusts his life his doctor, and 
possible. There should suggestion 
that possible for doctor other- 
wise, even were decide that the 
patient were “better off dead.” The subtle 
steps the ultimate perversion the view 
that doctor expected exercise judg- 
ment deciding when patients should 
disposed occurred Nazi Germany 
(Alexander, New Med. 
241:39-47, 1949). Doctors were respon- 
sible for eliminating chronically 
tients unable work and drain so- 
ciety. When the Germans attempted in- 
troduce these sociological considerations 
toward chronic advanced disease into 
medical practice Holland, the Dutch 
medical profession categorically rejected 
them. Alexander sought for evidences 
within the medical profession 
United States destructive attitudes to- 
While detected certain minimal signs, 
felt that important counterbalancing 
factor was the existence societies dedi- 
cated promote research and provide 
care for the major chronic diseases. Th- 
American Cancer Society, course, was 
included this list. Alexander states: 

“All these societies, which are co- 
ordinated with special medical so- 
cieties and which received inspira- 
tion and guidance from outstanding 


physicians, are having extremely 

wholesome effect 

fresh motivating power into the 
ivory towers academic medicine. 

indeed interesting and asser- 

tation democratic vitality that 

are activated and for peo- 

ple suffering from illnesses who, 

under certain dictatorships, would 
have been slated for euthanasia.” 

One hastens state that the intent 
the article was not advocate 
euthanasia for advanced cancer patients, 
but suggest that active supportive 
life-sustaining measures withheld 
hopeless cancer. evident me, how- 
ever, that the sense mission and vitality 
the Society diminished promul- 
gates the view that the fight against can- 
cer should not continuously waged 
all sectors. Furthermore, ridicule the 
heroic efforts some physicians sus- 
tain life the cancer patient implies that 
the American Cancer Society encourages 
medical passivity toward advanced cancer. 
While this thinking extends the moment 
only the individual patient, may 
premonitory similar passive attitudes 
toward other phases the disease. 

The achievements and triumphs that 
may occur the fight against cancer will 
come from doctors who too much—who 
continue treat the patient when the odds 
may appear overwhelming—and not from 
those who too little. One expects, and 
does not react vigorously to, strictures 
from outsiders against prolonging the life 
the patient with cancer, but feel 
strongly that the American Cancer So- 
ciety must remain the forefront fight- 
ing all aspects cancer. must serve 
inspiration all physicians, particu- 
larly those who may falter the struggle, 
and who are seeking official encourage- 
ment submit that which they not 
believe they can overcome. 

The physician must encouraged 
sustain life, and the same time take 
those risks necessary the effort pro- 
long life and make more tolerable. 
This the objective strive for the 
care each patient, and ideal that 
must emphasized teaching and 


practice. Admittedly all make com- 
promises which not conform this 
ideal; patients may reject further treat- 
ment, the family may wish take the pa- 
tient home and provide only nursing care, 
the patient family may refuse active 
supportive measures, economic difficul- 
ties may prevent optimal treatment. These 
compromises must made consciously, 
for specific reasons, after careful analysis 
the situation. 

Also, there are number practical 
reasons for treating patients with ad- 
vanced cancer. The physicians, both 
training practice, can learn great 
deal from the study these patients. 
Often not understand why patient 
with cancer dying, but careful 
analysis the clinical situation, methods 
may discovered for correcting com- 
plication and thus prolonging life. fac- 
ing each challenge, even doctors usually 
fail, they are kept training handle 
remediable situations most effectively. 
these problems are neglected assuming 
that they are manifestations hopeless 
condition, the knowledge 
the disease will diminish and his enthusi- 
asm and ability handle therapeutic situa- 
tions will impaired. the scientific 
study and management the clinical 
problems presented advanced cancer 
patients that will permit understand 
the evolution the disease. 

The physician who treasures his pa- 
life life, without trying judge 
its value the patient, his family 
his community, will the end make fewer 
mistakes, will learn more about the dis- 
ease treating, and will have the satis- 
faction giving his best efforts against 
difficult odds. will occasionally experi- 
ence—and this does happen—a brilliant 
victory the patient who does unex- 
pectedly recover. will continue ele- 
vate our standards for the care patients 
with cancer, and will find clues which can 
lead important and fundamental ad- 
vances the control the disease. 
will continue conduct our own work 
according these principles, and will 
train and encourage others the same. 
Dr. Charles Cameron, former Medical 
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and Scientific Director the cancer patients The Truth About 
Cancer Society, has simple and They are well written, and should 
terms stated the reasons for sustaining life read physicians well laymen. 


This brings delicate matter. often hear people say that cruel prolong 
the life the hopeless cancer patient—that the most merciful thing 
nothing, and let the patient slip away. prolong the agony?” 

There are several good reasons why doctors are unwilling give the fight. 
the first place, the prime responsibility preserve life. The law demands 
that accept this responsibility, but the moral factor even more compelling. 
not the privilege any doctor decide that should shorten life. The preservation 
life must the sole principle guiding medical practice, including the treatment 
the hopeless cancer patient. This principle cannot tampered with interpreted 
loosely. 

Secondly, for doctor relax the least degree his efforts maintain life means 
that the question when stop fighting will arise plague him every time under- 
takes the care incurable cancer patient. humane discontinue measures 
prolong life day two, why not equally merciful stop them week 
sooner? Why not two weeks? Why not month? Where can anyone, matter how 
wise, draw the line? 

And there another reason why the doctor should never abandon the fight. Now 
and then, cancer, even hopelessly advanced cancer, stops growing for apparent 
reason. Indeed the growth disappears regresses, and the patient restored health. 
This extraordinary event called “spontaneous remission.” does not happen often. 
And when does, science cannot explain it. But the fact that does happen occa- 
sionally provides slender but legitimate hope for any cancer patient. could happen 
him. how can doctor anything but give every chance happen prolonging 
his life even from day day? 

Finally, tomorrow may bring news the discovery effective treatment for can- 
cer—perhaps for cancer particular kind, and possibly for the very kind that will 
deliver given patient. Again, the humane course hold such hope, slender 
is, and help the patient live on. 

These are the reasons why doctors fight the face what appear insur- 
mountable odds. Actually, the difference between euthanasia and letting the patient die 
omitting life-sustaining treatment moral quibble. 


Cameron, C. S.: The Truth About Cancer. Englewood Cliffs, N. J. Prentice-Hall, Inc. 1956; pp. 115-116. 


Prolong Life But Not The Act Dying 


duty] cure patients their diseases—to cure them ‘safely, quickly, 
and pleasantly.’ that ideal cannot achieved, then his duty prolong life far 
may and relieve pain, that ‘worst both bodily and mental. [Be ob- 
served that] the good doctor quite aware the distinction between prolonging life and 
prolonging the act dying. The former comes within his reference, the latter does not. 
Horder, T. J. (Lord): A speech in the House of Lords on the occasion of the moving of the Second Reading 


of the Voluntary Euthanasia Bill, 1st December 1936. Health and a Day. London. J. M. Dent & Sons, Ltd. 
1937; pp. 155-163: 156. 
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Symposium Terminal Care 


[From the many letters received concerning the May-June issue CA, the following 
excerpts are from the five dissenting and the thirty-four concurring medical opinions, 
and from religious, lay and feminine views, regard allowing the suffering, incur- 
able, moribund patient die quietly without the annoyance radical procedures for 


From Dr. Eugene Pendergrass, Professor 
Radiology, University Penn- 
sylvania, Philadelphia, Pa. 


sympathetic always with editors. 
Theirs not easy life. had read the 
May-June issue from cover cover and 
frankly nothing occurred being 
unusual the philosophy expressed 
Doctor Rynearson you. Many 
good friends the faculty here Penn- 
sylvania and other places have some- 
what the same philosophy. The same 
philosophy has been expressed our stu- 
dents number occasions. One could 
ophy just how long one should continue 
make all-out effort keep the pa- 
tient alive. opinion, this depends 
the individual circumstance and there are 
many qualifications. Some people 
terminal illness without pain can provide 
experiences that are helpful those who 
participate their care and likewise 
their loved ones. other instances, the 
patient constant pain and heroic meas- 
ures continue life seem almost inhuman. 
think understand Doctor Rynearson’s 
philosophy and suspect that endorse 
interpret his paper correctly. 


From Dr. Cuyler Hammond, Director, Sta- 
tistical Research Section, American 
Cancer Society, New York, 


think that Rynearson’s article per- 
fectly splendid. beautifully expresses 
attitude which have had for long time. 
should great deal good. 

You say that the article has “been criti- 
cized portraying undesirable ACS pol- 
icy.” happens that agree with 
Rynearson. However, even disagreed 
with him. would still say that his article 


should have been published represent- 
ing point view. against the 
idea that should allowed print 
only things which are accordance with 
some stated policy the ACS. such 
rule were enforced, would longer 
read and would serve useful purpose. 

liked your editorial. 

The cover eye-catching and appropri- 
ate subject matter, but somewhat below 
the average level covers which are 
usually excellent. like old engravings 
this sort only beautifully reproduced. 

What should done terminal cancer 
depends large extent upon the attitude 
the patient (first) and the family (sec- 
ond). Under certain circumstances, 
favor trying new drug which has 
perhaps one chance million 
ing cure. tried this with member 
own family. treated him with at- 
tenuated rabies virus. Physically, prob- 
ably did him neither any good nor any 
harm, although are under the impres- 
sion that the treatment brought temporary 
relief and suffered less than might have 
been expected case such his. Men- 
tally and emotionally both the patient and 
the family appeared benefited the 
procedure. There was actually some little 
reason hope that the drug might work 
since had apparently worked several 
patients previously. The patient was men- 
tally prepared and desirous such pro- 
cedure. Another patient, such 
mother, would not have wished it. She 
would have preferred her God 
peace. Actually, she was kept alive great 
pain for months. Under certain circum- 
stances, favor extreme measures 
which will keep the patient alive and 
capable mental function for short pe- 
riod, mother dying cancer who 
wants see her only daughter married 
saw such case patient Dr. Brun- 
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schwig), man who must close out his 
business provide for his widow and 
children (My next-door neighbor was such 
case). violently opposed “ex- 
traordinary which are designed 
only keep the heart beating body 
racked with pain and without the slight- 
est hope cure even temporary res- 
toration semi-normal function. How- 
ever, the prognosis “hopelessness” 
should based upon the best diagnostic 
procedures and should the unanimous 
opinion all the doctors concerned with 
the case. 


From Dr. John King, Director Serv- 
ice, ACS, New York, 


felt that was very practical copy 
and was happy see that the 
Rynearson article had faced what 
admittedly controversial issue can- 
cer therapy. personally could find noth- 
ing objectionable Dr. ar- 
ticle. felt that many the points that 
made were good. However, were given 
the privilege sitting panel with Dr. 
Rynearson would have sought make 
few distinctions about the points that 
makes. Although can agree completely 
that not binding upon the physician 
use extraordinary measures prolonging 
the life late cancer victims, must ad- 
mit certain disquiet about how can 
make the decision when shall cease 
apply extraordinary measures. felt 
that the point that made that mat- 
ter among the physician and the family 
and the patient was good and that the pa- 
tient, all costs, should not neglected 
this consideration. The “I: rela- 
feeling that too often the consid- 
eration neglected. Another point that 
the visionary promise the “cure 
often might sensibly stimulate phy- 
sicians try extreme measures certain 
forms advanced cancer way that 
could hardly criticized. 

The fact that this controversial mat- 
ter makes seem very valid con- 
sideration for CA. its publication pro- 
vokes response, much the better. Cer- 


tainly signed article man Dr. 
reputation can stand its 
own merits without having consid- 
ered policy statement the American 
Cancer Society. 

However, editorial such publica- 
tion might properly construed 
statement policy the Society. All 
right-thinking readers any education 
will recognize that editorial expresses 
primarily the opinions the editor. the 
same time, they would probably justi- 
thinking that the opinions the 
editor are not variance with consensus 
the Society. After reading the editorial, 
can only say that think 
well done and can find cause 
Catholic physician object any part 
it. 

Concerning the cover, think 
acceptable many that has had the 
past. think good taste artistically, 
although must admit that had depend 
heavily the description the cover 
understand it. would suspect that this 
was intentional your part, and view 
the editorial and Dr. Rynearson’s ar- 
ticle, think very well selected 
cover. 

have felt the past that many the 
things that the American Cancer Society 
does are too much controlled emotion 
rather than scientific reason. pro- 
fessional publication for physicians and 
not intended for laymen nor for volun- 
teers. cannot possibly see how any the 
statements this issue could offend the 
scientific thought processes the intended 
audience. way these statements 
preclude the skillful application reason- 
able palliative efforts the control 
cancer. 


From Dr. Dean Davies, Administrator 
Research Lung Cancer, ACS, New 
York, 


believe understandable that some 
persons might have read between the lines 
and concluded that the stand taken Dr. 
Rynearson might wedge the door 
leading euthanasia. myself would 
loathe see wedge opening the door 


into such policy. stand 
one degree only and represents mere- 
mild and conservative attitude toward 
euthanasia, would not sympathetic 
with it. not see the article any sug- 
gestion that Dr. Rynearson’s beliefs are 
even remotely sympathetic with the prin- 
ciple terminating life kindness 
the patient. the actions physicians 
are restricted the principle acting 
for the greatest welfare the patient 
whose death imminent 
able, not believe there need great 
concern about the abuse such action 
would increase the comfort diminish 
the suffering the dying patient. This 
the personal point view physician 
who has had make such decisions 
the past. 


From Dr. Anderson, Director 
Laboratories, Jackson Memorial 
Hospital, Miami, Fla. 


believe the cover illustration, the edi- 
torial and the Rynearson article are entire- 
suitable, and done well and good 
taste. personally agreement with 
the expressions Dr. Rynearson’s article. 

This aspect cancer patient care 
that the American Cancer Society has 
neglected far too long. 


From Dr. Frank Foote, Jr., Chairman, 
Department Pathology, Memorial 
Center for Cancer and Allied Dis- 
eases, New York, 


regard the May-June 1959 issue 
CA, found nothing that thought was 
inappropriate unwise. fact, thought 
the attitudes expressed were realistic, hu- 
manistic and logical. After received your 
request for opinion, reviewed the 
materials which some part appeared 
controversial and felt inclination all 
revise own feelings. must point 
out however that not clinician and 
not face the difficult matter dealing 
with terminal cancer cases and hence 
could not consider myself thoroughly 
appropriate critic such issue. have 
discussed article with several 


cancer clinicians—to exact, five num- 
ber, and these men thought the article 
sensible and proper approach. would 
very much interested knowing the 
balance opinion from larger sample 
you should already have such informa- 
tion available. 


From Dr. Wendell Scott, Professor 
Radiology, Washington University 
School Medicine, St. Louis, Mo. 


The cover did not disturb physi- 
cian because are all accustomed see- 
ing these old drawings medical situa- 
tions. However, can see where might 
disturb some who feel that our message 
should always presented optimistic 
and hopeful atmosphere. 

Since for the medical profession, 
did not take exception the editorial 
and felt that was quite keeping with 
the cover and the explanation about the 
cover which immediately 
editorial. 

must also say that the article Dr. 
Rynearson was well written article 
this subject and presented good, sound 
medical advice when are faced with 
terminal care. 

Certainly articles this type, well 
the illustrations the cover would not 
appropriate for articles going the gen- 
eral public, but that was not the case this 
instance. conclusion, cannot crit- 
ical this issue and fully support the edi- 
torial staff. 


From Dr. Harold Press, Acting Director 
Professional Education, ACS, 
New York, 


The editorial usual well written, 
but find deficient that ignores the 
fact that another point view, other 
than the one expressed Rynearson, ex- 
ists. not necessary for editor always 
take position, whether this position 
based his experience, his beliefs, his 
prejudices. provides many instances 
more valuable service treading 
middle ground, carefully pointing out the 
situation which may exist either hand. 
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Further, the reference Washington, 
while evidence literary research, 
highly inappropriate this somewhat 
more medically enlightened day. 

not find the philosophy expressed 
Dr. article unworthy 
publication, providing understand it. 
careful reading indicates that Rynearson 
attempts express carefully worked out 
philosophy which representative 
group physicians. the other hand, 
his closing paragraphs proceeds 
cast doubt upon what has said earlier, 
with the result that left wondering 
precisely what his philosophy is. 


From Dr. Paul Boyle, Dean, School 
Dentistry, Western Reserve Univer- 
sity, Cleveland, Ohio. 


could not approve more thoroughly 
nor sincerely the cover illustration and the 
Rynearson article. mother lived some 
nine months after inoperable malignant 
tumor was discovered, that speak from 
personal experience. completely approve 
the attitude taken Dr. Rynearson. 


From Dr. Ulrich Bryner, Wm. Groves 
Latter-Day Saints Hospital, Salt 
Lake City, Utah. 


think the cover illustration definitely 
poor taste. not think Death, por- 
trayed individual, any other 
way, should part any visual picture 
the magazine. portrays the tragedy 
the disease rather than the hopeful side 
which pertains greater and greater 
percentage cancer patients each year. 

agree with the editorial, “Let 
quietly” and see reason change 
word. does not say “and make effort 
prolong his but dwells entirely 
the relief pain, suffering, insomnia, 
gastrointestinal problems, etc. Surely 
following this minutely one still doing 
what can preserve prolong life. 

have read and reread Dr. 
article. agree with most his statements. 
agree with his seven numbered state- 
ments page 87. the paragraph follow- 
ing point seven, feel that even though the 


patient, his relatives and spiritual advisors, 
all are aware seemingly hopeless sit- 
uation, one should not say, put print, 
“and make effort prolong his life.” 
like the expression that the physi- 
cian “trying play surely 
time. 

all have seen seemingly hopeless 
patients occasionally right themselves and 
live. Maybe this apply “terminal 
cancer” cases but strongly believe 
abandon these patients any more 
than the “cardiac arrest” patient and 
others. think the next last paragraph 
well written and this exactly what did 
occur own family recently. 

Surely the American Cancer Society 
cannot take more fatalistic attitude than 
other groups, even though present 
the outlook may not good terminal 
cancer patients. 


From Dr. Brindley, Scott and White 
Clinic, Temple, Texas. 


true almost any article written, 
you could probably pick out one two 
words that could criticized, but all 
all, believe that the majority the phy- 
sicians America would along with 
the philosophy expressed Dr. Rynear- 
son. Certainly, believe that when pa- 
tient has reached the stage his incurable 
disease where can way enter into 
any active life and suffering, then the 
primary function the physician for such 
and not endeavor prolong his life. All 
all, not believe that there could 
any major criticism the illustration, the 
editorial, the article. 


From Rev. Donald Cox, Protestant Chap- 
lain, Kankakee State Hospital, Kan- 
kakee, Ill. 


wish commend you and Dr. Rynear- 
son for his excellent article, which ap- 
peared the May-June 1959 issue CA. 
Are reprints this article available? so, 
would you advise how obtain 
them. 
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From Dr. Enoch Callaway, Director, West 
Georgia Cancer Clinic, Grange, 


Ga. 


Since approximately per cent our 
patients die from cancer, think very 
proper that should all realize this fact 
and constantly keep mind not only how 
Can cure arrest cancer but how 
can prepare our patients best face 
death. 

The cover classical representation 
death and not think that would 
objectionable even the lay public and 
certainly should not objectionable 
physicians. 

The article Dr. Rynearson ex- 
pression Dr. Rynearson’s own opinion 
and could not possibly construed 
representing the policy the Cancer So- 
professional education project and not 
propaganda leaflet. Since educa- 
tion project, should publish not only 
articles with which agree but articles 
which represent the mature thought 
qualified members the profession such 
Dr. Rynearson. Even did not agree 
with Dr. Rynearson, would still think 
that perfectly proper publish his 
article believe that, article ex- 
pressing the contrary view should pre- 
sented, should publish it. Actually, 
essentially agree with the thought ex- 
pressed his article. 

town with fixed surrounding population 
not only see the early cases cancer, 
the patients who come with moderately 
and far advanced disease, but also 
necessity have care for most ter- 
minal cases since they have nowhere else 
for comfort and relief. are forced 
face the facts the natural history 
cancer and attempt take care this 
the best possible manner for the patient. 

recently advised attending physi- 
cian nothing further for patient 
who had cerebral metastasis and was 
severe pain. the urging the family 
gave the patient blood transfusion 
and told several days afterwards that 
certainly was ashamed himself. 


From Dr. Thomas Carlile, Assistant Professor 
Radiology, University Wash- 
ington School Medicine, Seattle, 
Wash. 


You have asked for individual atti- 
tude towards the “momentary protraction 
the process dying.” own prac- 
tice encounter this problem many times 
and, contrary many radiologists, main- 
tain own hospital service and see can- 
cer patients home well. earlier 
years practice, made almost fetish 
keeping patients alive simply for the 
sake keeping them alive, without any 
particular regard the economic, social 
family implications. more “sophis- 
ticated” period medical career, 
may have been guilty the opposite, 
turning back some things that might 
have been used because the completely 
inevitable outcome that was not far away. 
the present time, believe philos- 
ophy follows more closely that Father 
Kelly, whom Rynearson quotes, “the de- 
cision concerning further treatment should 
terms the own interests 
and reasonable wishes, expressed im- 
plied.” not believe euthanasia and 
not advocate any sense. be- 
lieve that the patient his family should 
have voice the administration any 
specific therapy after the terminal stage 
has been reached, particularly this 
radical nature, sense. Each these 
cases must individualized according 
the ability the physician the best in- 
terest the patient and the family. 

regard the propriety using this 
theme cover material and subject for 
the bulletin CA, not sure that are 
any further accomplishing the goals 
the American Cancer Society emphasiz- 
ing this particular problem. one can 
deny its importance but controver- 
sial that regardless what written 
someone sure antagonized. think 
that our efforts can far better expended 
the other end this field where the 
dividends are much greater and toes 
are tread more nearly matter 
scientific difference opinion rather than 
philosophic even religious. 
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From Dr. Coggeshall, Dean, Division 
the Biological Sciences, University 
Chicago, Chicago, 


happens that Dr. Rynearson’s ar- 
ticle complete agreement with 
philosophy and concur general his 
thinking. This also applies the editorial. 
did not find the cover illustration por- 
traying undesirable policy—or matter 
fact even portraying policy. pub- 
lished printed this material consistently 
would concerned, but the occasional 
appearance seems constructive and 
sound. 


From Dr. Murray Copeland, Professor 
Oncology, Georgetown University 
Medical Center, Washington, 


was somewhat bemused the cover 
illustration when first saw but did not 
prompt sit down and send critical 
letter the Editor. looking over the 
contents this issue course obvious 
that many the articles reviewed have 
with care advanced cancer patients 
and further follows that there are differ- 
ences opinion among conscientious and 
effective physicians what constitutes 
the best possible care advanced cancer 
patients and terminal cases. The editorial 
the May-June issue certainly expresses 
point view not shared all and the 
same true for Rynearson’s treatment 
the same problem. When one gets into 
the philosophy dying and what consti- 
tutes appropriate care controver- 
sial area and can expect raise the 
hackles many physicians anyway you 
look it. 

seems me, from past experience 
Officially with some the monographs 
published the American Cancer So- 
ciety, that the best rule adopt try 
avoid controversial issues statements 
least present the various facets 
thinking one article. personally not 
insulted anything depicted said but 
can see why criticism has arisen and per- 
haps would better avoid the 
future possibly suggestions made 
above. 


From Dr. John Deitrick, Dean, Cornell 
University Medical College, New 
York, 


have serious criticisms the cover 
the May-June 1959 issue. have 
always considered this Bulletin de- 
signed for physicians and think that Dr. 
Rynearson’s article states the problem 
clearly. 


From Dr. John Hirschboeck, Dean, Mar- 
quette University School Medi- 
cine, Milwaukee, Wis. 


agree with and approve almost all 
the statements Dr. Rynearson’s article. 
seems imply that extraordinary 
means are not used because they may 
prolong suffering. This makes the state- 
ment sound little like species eu- 
are obliged prolong life extraor- 
dinary means whether the patient suf- 
fering not. What about the comatose 
person who merely alive and yet out 
all contact with his environment? Here 
extraordinary means are not justified, and 
expect that Dr. Rynearson goes along 
with this. 

seems that physician should 
consider all the points mentioned the 
last half the article. understanding 
them will certainly assist the patient 
going through the experience dying. 
not think, however, that they change 
the basic ethical argument that not 
always necessary use extraordinary 
means. 


From Dr. Harry Nelson, Associate Pro- 
fessor Obstetrics Gynecology, 
Wayne State University College 
Medicine, Detroit, Michigan. 


Recently discussed, staff confer- 
ence, the management the incurable 
cancer patient who has had all the accept- 
modes therapy. The articles 
were discussed length. was felt that 
the approach this difficult subject was 
excellent. 

Those who treat this type pa- 
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tient realize what trying and difficult 
problem there management. Dr. 
Rynearson his article has laid down 
some very important concepts. cer- 
tainly does not believe euthanasia but 
the other hand would not necessarily 
prolong life just for the sake few extra 
days misery. Actually, continues 
treatment the end using the natural 
means preserving life, that food, 
fluids and alleviation pain. 

Most the suggestions for the manage- 
ment the terminal patient are practical 
and are used most doctors. believe 
more intelligent discussions the treat- 
ment the incurable, untreatable ter- 
minal patients should encouraged since 
there are over quarter million deaths 
from cancer each year. More our pro- 
fessional education program should di- 
rected the management the “untreat- 
able cancer patient.” 


From Dr. Walter Palmer, Department 
Medicine, University Chicago, 
Chicago, Ill. 


The cover illustration seemed 
very interesting and not all objection- 
able. have read carefully the editorial 
well the description the cover and 
find fault with it. The article Dr. 
commendable. own attitude toward 
the protraction the process dying 
quite accord with that expressed him. 
One the difficulties, however, that sit- 
uations and circumstances vary much 
from patient patient and from family 
family that extremely hard general- 
ize. seems that the physician 
charge must make the necessary decision, 
based his evaluation the numerous 
factors involved. 


From Dr. Ravdin, John Rhea Barton 
Professor Surgery, University 
Pennsylvania, Philadelphia, Pa. 


must say that was bit shocked when 
looked the cover the May-June, 
1959 issue CA. However, when read 
the background it, felt that was quite 


appropriate. have looked again, 
see reason why should criticized. 
the work great artist and there 
great lesson learned from careful 
study Rethel’s work. The description 
this the editorial appropriate. 

The questions which Dr. Rynearson 
raised his article are entirely appropri- 
ate. have gone through this situation per- 
difficult thing decide just when 
should stop therapy. have seen patients 
who all intents and purposes were dying 
from cancer who, the result aggres- 
sive therapy, have lived for months there- 
after, and while they have not been re- 
stored health, they have been great 
comfort the members the family. 
the relatives insist the use 
these should, all 
means, carried out, but the opinion 
the attending physician the situation 
hopeless and the family merely being 
put additional expense, then the physi- 
cian must decide 
should continued not. 

The American Cancer Society and you 
the editor made the right deci- 
sion believe publishing the Rynearson 
article. took great courage write this 
article, and delighted that you pub- 
lished it. 


From Dr. Ambrose Storck, Professor 


Clin. Surgery, Tulane School 
Medicine, New Orleans, La. 


feeling that the cover illustra- 
tion, the editorial and the Rynearson ar- 
ticle were appropriate and done good 
taste. Not only think timely 
present thoughts such nature pub- 
lication sent members the medical 
profession, but even feel that high 
time present the public the matter 
the often inhumane aspects the momen- 
tary protraction life. 


From Dr. Taylor, Director 
Medical Oncology, Presbyterian-St. 
Hospital, Chicago, 


fail see anything, whatsoever, ob- 
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jectionable this article. think the entire 
subject very well done. The reader 
should remember that the title states “Dy- 
ing Untreatable Cancer.” 

feel that has expressed feeling 
that all have under those circum- 
stances. Other physicians have been too 
cowardly admit this feeling. His clarifi- 
cation the attitude the Roman Cath- 
olic Church valuable, especially 
Protestants who are apt have erroneous 
information about that sect dating back 
the Massachusetts Bay Colony. 


From Dr. John Cline, Stanford Univer- 
sity School Medicine, San Fran- 
cisco, Calif. 


Those who care for cancer patients 
must make every effort cure the curable, 
palliate the condition those who cannot 
cured but who can live comfortably 
and happily for reasonable period 
time and ease the terminal days those 
who are about die. 

cruel the patient and his family pro- 
tract the life patient who dying. 
thirty years practice cannot recall 
patient family who wished this done. 

long life can preserved for 
reasonably long period comfort, be- 
lieve should exert every effort pre- 
serve it, not only because people desire 
live long they are comfortable but 
because there always the possibility 
some new and beneficial therapeutic agent 
becoming available. believe must dis- 
tinguish clearly between this type case 
and the one which death imminent. 

The cover presents old, and 
uninformed opinion, artistic wood cut. 
This might appear gruesome the lay 
reader and offend his sense good taste. 
One would not expect him differentiate 
the truly terminal case from the incurable 
patient for whom considerable benefit may 
provided. 

find nothing offensive the cover 
the editorial and consider Doctor Rynear- 
article excellent. 

criticism came from lay persons 
would easier understand. 


From Dr. Warren Cole, Professor and 
Head, Department Surgery, Uni- 
versity Illinois College Medi- 
cine, Chicago, Illinois 


For inclusion journal designed for 
physicians, saw nothing gruesome un- 
desirable either the illustration the 
article. The illustration emphasizes that 
must aware the facts life and 
death. thought that Doctor 
article emphasized very appropriately the 
things should try make the pa- 
tient comfortable when suffering 
from hopeless cancer; general, the 
medical profession neglects this patient too 
much. not know any better way 
improve the situation than call the 
attention the profession certain things 
that we, doctors, may make the 
hopeless patient more comfortable. 


From Dr. Elliott Joslin, Joslin Clinic, Bos- 
ton, Mass. 


The article Dr. Edward Rynear- 
son “You Are Standing the Bedside 
Own views. 

More and more age has advanced 
have remembered the plea father 
the age dying cancer 1911, 
that left comfort and not dis- 
turbed active treatment. 

Like Dr. Rynearson, would any- 
thing prolong life when there 
chance for recovery the possibility 
that something would learned thereby 
which would benefit others. 


From Dr. Khanolkar, Director, Indian 
Cancer Research Centre, Bombay, 
and President, Unio internationalis 
Contra Cancrum, Bombay, India 


aware the fact that there 
very sharp difference opinion regarding 
the terminal care cancer patients. 
can only express personal opinion 
the matter. not find anything objec- 
tionable the cover illustration the 
paragraphs the inside front cover. 
regards the article Dr. Rynearson, 
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find very thought provoking and admir- 
ably written. Based own observa- 
tions cancer patients, find myself 
agreement with most the points has 
mentioned. believe the crux the whole 
situation has been admirably stated the 
sentence quoted from Preserving Life: 
“When doctor and his consultants have 
sincerely judged that patient incurable, 
the decision concerning further treatment 
should terms the own 
interests and reasonable wishes, expressed 
implied.” 


From Dr. Carl Henry Menge, Toms River, 


was very much impressed Dr. 
Rynearson’s article. expresses the facts 
and philosophy for the family 
far better than most are able 
the spur the moment, when the fam- 
ily beseeching you “do everything 
that can done.” 

After reading the article, thought 
came and would like make 
suggestion that may may not feas- 
ible. great deal time and money 
being spent, and most commendably so, 
research, the prevention and treatment 
cancer, and also provide modicum 
care for the cancer sufferer who has 
arrived the point return. But what 
provision has been made give some con- 
sideration the anguish the family, 
explain them the facts the hopeless 
situation and provide them with philo- 
sophical outlook? Very few are able 
express and convey philosophical out- 
look the family Dr. Rynearson has, 
which leads suggestion. 

Would not possible for the Society 
have reprints this article made for 
general distribution physicians re- 
quest, perhaps few reprints each 
physicians generally? Then, 
time the expected demise the patient 
approaches, the physician could give the 
family copy the reprint (along with 
what himself might say) explain the 
situation and bolster their might 
help great deal. [Reprints quantity are 
available 


From Dr. Robert Grissom, Professor and 
Chairman the Department In- 
ternal Medicine, 
Nebraska College Medicine, 
Lincoln, Neb. 


The article Dr. Rynearson impressed 
most worthy discussion this 
topic. intend use assigned read- 
ing material our Junior Medical Clerk- 
ship program, preparation for seminar 
discussions this subject. Here and there 
the current literature are articles which 
take this subject, but none more frankly 
nor succinctly than Dr. Rynearson’s ar- 
ticle. congratulate him upon this article. 


From Rev. Paul Betowski, J., Professor 
Philosophy, Georgetown Univer- 
sity, Washington, 


One the student nurses course 
Medical Ethics called attention 
Dr. article were con- 
cluding our discussion the prolongation 
life terminal illness. was very ac- 
curate, beautiful and fitting summary 
the doctrine had been trying express 
possible obtain reprints this article 
that might put one the hands 
each students. 


From Mrs. George Pfahler, Philadelphia, 
Pa. 


The cover illustration impressive and 
arresting and the explanation inside just 
right—short, yet fully descriptive, carrying 
the right note release and hope. tell 
you approval your 
editorial and Dr. article 
may tell you own convictions, long 
before met and shared them with George 
Edward. When there was hope for the 
kitten and puppy was reconciled hav- 
ing them put sleep rather than have 
them pain. grew older, realized 
that perhaps were being kinder our 
pets than our loved ones. Then when 
married George Edward, strong and 
positive, found that wasn’t cowardly 
want loved ones relieved pain. 
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learned that endure pain for future re- 
lief from disease was worthwhile, and 
also learned that most patients met that 
hazard with remarkable courage, but 
when all hope was gone and only pain was 
left, then remember George 
watchword the family physician, “Keep 
her (or him) comfortable.” always dic- 
tated that with discouraged shake his 
head. had lost his battle; but most 
all, bear think that any hu- 
man being (and certainly not dear pa- 
tient) should have through enforced, 
prolonged pain for nothing. felt that 
human being should have that much 
power over another, just one should 
have the power murder. But ease the 
way inevitable release the way 
compassion—and compassion the first 
requisite any physician. 


From Lois Mattox Miller, Roving Editor, The 


Congratulations you and your staff 
for your courage and humanitarianism 
publishing the article Dr. Ed- 
ward Rynearson, “You Are Standing 
the Bedside Patient Dying Untreat- 
able Cancer.” 

Within the past two years have inter- 
viewed well over dozen foremost doctors 
this subject. have yet find one who 
whole-hearted accord with Dr. 
opinion this subject. How- 
ever, medical restrictions still operating 
the dark ages, they were hesitant give 
permission quoted. 

certain this article will long 
way toward promoting discussion 
subject which has needed good going- 
over for years. Thank you for presenting 
it. 


From Dr. Kottmeier, Director, Karo- 
Sjukhuset, Radiumhemmet, 
Stockholm, Sweden 


have read Dr. Rynearson’s article with 
great interest. The care patient with 
untreatable cancer difficult and demands 
great experience. The task 
alleviate the suffering. Treatment 


must not given for its own sake. 
fortunately, now and then occurs that 
surgical and other interventions vital 
importance are performed without the 
doctor having closely studied the possibili- 
ties that exist for favorably influencing the 
disease. This holds true also for radio- 
therapy. Treatment with big doses radi- 
ation, just interfering so-called pal- 
liative operation, will put the patient 
greater disadvantage than may the disease 
itself. the individual case difficult, 
even for experienced physician, 
judge whether the treatment should con- 
sist curative palliative operation, 
if, indeed, any type therapy should 
given. 

Experience shows that the individual 
case impossible judge when treat- 
ment should discontinued and when any 
type intervention will longer lead 
positive results. 

The experienced physician now and 
then sees patients suffering from cancer 
such advanced stage that curative 
treatment absolutely impossible. The 
care such patient must aim consid- 
ering the general state the patient and 
her wishes, and this stage the time has 
arrived for frank discussion with the 
relatives regarding her condition. 
is, however, definitely wrong refuse 
more radical treatment. Surgical interven- 
tion well balanced radiation treatment 
may give the patient definite alleviation 
her suffering. true that such treatment 
may prolong her life, but the result 
seems well worth while. Thus, the 
insertion tubes into her stomach into 
her veins into her bladder into her 
rectum may considered well-grounded 
for the purpose diminishing her pains. 
This great importance not only for 
the patient but also for her relatives. will 
definitely warn the physician not believe 
that the patient will freed from discom- 
fort giving her large amounts mor- 
phium similar drugs. Personally, have 
been standing the bedside patient 
dying untreatable cancer treated 
physicians with large doses morphium 
order alleviate her suffering. 


experience, few patients have had harder 
fate than these patients. 


From Danely Slaughter, M.D., Associate 
Professor Surgery, University 
College Medicine, Chi- 
cago, Ill. 


thorough agreement with the 
attitude expressed both the editorial and 
Doctor Rynearson’s article. matter 
fact, expressed publicly this same sen- 
timent meeting, Denver Septem- 
ber, you may may not know, given 
national press coverage and radio editorial 
notice, much surprise. not only 
admire your courage having published 
this issue but thorough agreement 
with the point view. 


From Dr. Charles Cameron, Dean, The 
Hahnemann Medical College, Phila- 
delphia, Pa. 


distressed the May-June is- 
the title Consulting Editor. disagree 
most violently with what has been ex- 
pressed far the treatment the hope- 
less cancer patient concerned. 

have directed that this issue not dis- 
tributed our students accordance with 
our usual handling this publication and 
have returned the lot the office distrib- 
uting them Philadelphia. 

For ten years, while was the Medical 
and Scientific Director the American 
Cancer Society, fought for the philoso- 
phy fighting for the life the cancer 
patient the end and did this 
effort overcome the resignation and the 
gloom and the inertia which seemed 
characterize the care the cancer patient 
his last weeks. 

not know who wise enough 
say what cancer when 
becomes untreatable. Certainly, many can- 
cers which are treating today with 
good deal vigor and with immense 
amount psychological and physical sup- 
port the patient were considered un- 
treatable the time was intern. 
think have made this kind progress 


only because there were doctors the 
forefront cancer treatment for whom 
terminal cancer was interesting acute 
appendicitis. would reluctant have 
students who are receiving their medical 
education under direction influenced 
phrased article. 

hope, the other hand, that shall 
continue receive issues because 
believe that useful publication and 
certainly one which the students seem 
appreciate. 


From Dr. David Karnofsky, Memorial 
Center for Cancer and Allied Dis- 
eases, New York, 


want object the tenor the edi- 
torial and lead articles the May-June 
issue CA. There will little gained 
discussing the emotional and humani- 
tarian motives the article; the state- 
ments are popular and most healthy peo- 
ple will approve them. 

Nevertheless, the past years 
number physicians and lay people 
have attempted alter this general atti- 
tude toward advanced cancer. Physicians 
have been trained and encouraged ap- 
proach the problems advanced cancer 
with optimism and vigor, institute diag- 
nostic procedures order evaluate the 
clinical situation accurately 
possible, relieve symptoms specifically 
without resorting routine narcotics until 
essential, try rational therapeutic meas- 
ures even they are limited and un- 
certain therapeutic value, and finally, 
sustain life all possible means. 
wrong train and advise physicians 
oppose death actively, and attempt 
frustrate and delay long possible? 
certainly easier, and less demanding 
the physician and family, let pa- 
tient die earlier the use large doses 
narcotics and the withholding sup- 
portive measures. 

believe this attitude not only ethical- 
wrong but also impedes medical 
progress. submit that the duty the 
physician sustain life long pos- 
sible, but the same time take those 
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risks necessary the effort prolong life 
and make more tolerable. This, 
mind, the objective strive for the 
care each patient, and this the ideal 
that should emphasized teaching and 
practice. 

think that the attitude “let the pa- 
tient go,” with its emotional overtones 
humanitarianism, and symbolized the 
physician watching bemusedly the pa- 
medical incompetence, laziness not 
making the effort assess the 
clinical situation, understandable 
distaste continue treat someone who 
healer. 

will continue fight against the ex- 
tinction life best can, and will 
continue urge others the same. 
One does not like think that George 
—his judgment may not have been the 
best, century engraving showing 
how graceful death can be, and the debat- 
able dicta physician who has not, 
knowledge, been engaged the study 
treatment cancer, the best advice 
the American Cancer Society can offer 
concerning the treatment advanced 
cancer. The American Cancer Society 
must lead the fight against cancer, all 
its forms and all stages the disease, 
and not overtly sanction encourage any 
diminution the effort. 


From Dr. Edward Rynearson, Professor 
Medicine, Mayo Clinic, Minne- 
apolis, Minn. 


was good you let see Doctor 
letter. could not have 
carefully read paper. would suggest 
that were to, would see that the straw 
men which demolishes are not 

thesis pleads for consideration 
the implicit well the explicit value 
judgments required all physicians 
their efforts care for patients. 
grateful that Doctor Karnofsky saw these 
factors “emotional and 
for, writing them, was prompted 


Francis admonition: “The 
secret the care the patient caring 
for him.” 


From Dr. Robert Sullivan, Chief, 
Assistant, Sloan-Kettering Institute, 
New York, 


After reviewing the May-June issue 
feel compelled write you and 
inform you impression this issue. 
have been working the field clinical 
cancer research the past eleven years 
and thus not disinterested observer 
this area. Frankly, amazed the 
tenets the articles appearing 
CA, such as, that treatment for the in- 
curable cancer patient should restricted 
given all. think that the American 
Cancer Society, which has done much 
foster research the etiology and treat- 
ment cancer, should deprecate this kind 
philosophy. would most interested 
learning the motivations the edi- 
torial staff accepting for publication this 
type article. 


From Dr. Ashbel Williams, St. 
Hospital, Jacksonville, Fla. 


The cover the magazine not pro- 
ductive anything particular except 
gloom me. think that tends re- 
mind one more the discouraging and 
futile aspects cancer instead being 
constructive. the article Dr. 
Rynearson, essentially agreement 
with his attitude toward the treatment 
patients who are dying cancer. think 
toward the end the article goes into 
matters which concern the field 
cancer, particularly carrying the discus- 
sion the relation the rela- 
tives, etc., point over our depths. 
think the theme the article well taken. 
However, can see how many readers 
this article might use this excuse 
avoid proper diagnosis and treatment 
patients who are not any such extreme 
condition and use this merely easy 
out. This happens, sure, the hands 
the inexperienced. All all, don't 
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think that the article did any harm but 
feel the same theme could have been ex- 
pressed much clearer and briefer man- 
ner without bringing objectionable 
areas, oftentimes extremely difficult 
for physician determine whether 
not patient truly terminal and what 
stage treatment should abandoned. 
find ourselves this predicament only too 
often, and have personally seen persons 
who have been abandoned one doctor 
for supposedly incurable cancer, relieved 
and sometimes cured others more cour- 
ageous, this rather ice 
get on. think our Journal 
might stay clear these frailties and deal 
with the actual diagnosis and treatment 
disease which follows more accepted 
course. 

chief criticism would that the at- 
mosphere general was one discour- 
agement instead being one stimula- 
tion, which think the purpose the 
Society represents. 

well done and well received the 
ranks the profession. 


From Dr. Roald Grant, Acting Medical 
Director, ACS, New York, 


was readable and interesting issue. 
There was overemphasis death, skirting 
the euthanasia, and serving, far 
can see, very little useful purpose 
other than creating interest general. 
Whatever message there was this issue, 


Symposium Euthanasia 


was not one that was particularly helpful 
useful the reader. Moreover, there 
are many who feel that the emphasis 
advanced cancer therapy should ex- 
actly the opposite much the phi- 
losophy expressed this issue. From 
lieve that most physicians need en- 
couraged give narcotics and other stulti- 
drugs patients with advanced can- 
cer, such recommended page 
the Hancock excerpt. seems that 
too many patients are before they 
are dead cancer. realize that this 
matter opinion, however. 

While must not considered 
propaganda sheet for the ACS, must 
organ which supports all that best 
for the cancer patient. The best way 
which find out what that is, consult 
those who work and live with cancer pa- 
tients most—the so-called oncologist. The 
physician research practice who sees 
only casual cancer patient not compe- 
tent this area. 


[The foregoing Symposium “those who 
work and live with cancer patients” pre- 
sented implementation Dr. 
fruitful suggestion. hoped the expert 
opinions will help the physician formulate 
his own attitude toward, and management 
of, the dying cancer patient—a subject too 
long neglected and too infrequently dis- 


There should always distinction made between prolonging life and prolonging 


the act dying. 


—L. Krause Clinical Medicine) 


Would you include the category euthanasia cases where omissions 
discontinuances therapeutic procedures lead prompt exitus the patient? For 
example, the discontinuance transfusions the patient with aplastic anemia. 

Charles Orth, Jr. (Former Assistant State’s Attorney, Baltimore City). 
Yes, would. The law states that there duty act, omission act the 
same positive act. the example cited, there were discontinuance the 
efforts prolong life the part the doctor, knowing that the discontinuance 
this effort would result death, then guilty murder the first degree. There 
legal duty the part the doctor perform such acts. 


Symposium on Euthanasia. Medico-Legal Committee of the Medical and Chirurgical Faculty, the Bar Asso- 
ciation of Baltimore City and the Maryland State Bar A. Maryland State M. J. 2:120-140, March, 1953. 
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Life Terminal Illness 


One the most difficult problems fac- 
ing the physician today the question 
prolongation procedures terminal 
ness. The question, course, does not 
arise all cases, but there are circum- 
stances which the conscientious doctor 
wonders how long must should battle 
imminent dissolution with the array 
modern medical and surgical aids and 
techniques his disposal. What, for ex- 
ample, done regard the pa- 
tient dying advanced carcinoma and 
terminal coma, being kept alive every 
possible means, while the expense im- 
poverishing his family? What the infant 
with negative prognosis spina bifida 
and encephalitis who develops pneumo- 
nia? Should penicillin administered and 


it? background the solution 
these problems, the following truths from 
reason, revelation and physiology should 
considered. 

Reason: Because man’s ultimate end 
subordinate God alone, only God 
who has perfect and complete dominion 
over the human substance. Moreover, the 
very nature man’s subordination God 
postulates certain imperfect and incom- 
plete dominion man his own sub- 
stance. thus from the nature things 
that administrative useful dominion 
one’s own substance exists for man 
right and exercised him duty. 

Revelation: learn from divine rev- 
elation that the span man’s life earth 
conterminous with his period proba- 
tion, filial servitude 
all which are intimately con- 
nected with his ultimate purpose exist- 
ence, and all which place the termina- 
tion the lifespan outside the compe- 
tence the human will. 

Physiology: The fundamental dyna- 
mism human life implies process 


From the Department of Philosophy, Georgetown 
University, Washington, D.C, 


continual breaking down and building up, 
expenditure and restoration energy, 
attrition and repair the cellular sys- 
tem, which make certain forms neglect 
tantamount self-destruction. 

Immediate Conclusions: Thus evi- 
dent that the refusal the everyday means 
sustaining life, such nutrition, rest 
and relaxation, is, effect, self-destruc- 
tion which clearly violates the divine do- 
minion over human life. the other 
hand, the common consent mankind 
clearly recognizes the fact that man 
not expected sustain his life all costs. 
The ultimate dissolution the substance 
likewise part These extremes 
are quite simple. the vast area between 
which lie the real problems. 

general, the modern Catholic au- 
thors follow the standard classical opin- 
ions agreeing that man obliged take 
the ordinary means preserve his life, but 
not obliged use extraordinary means, 
unless some element the common good 
enters into the picture. All agree that 
means which would involve extreme pain, 
danger death, excessive expense great 
subjective repugnance are classified 
extraordinary. All this was clearly 
delineated Catholic moralists the 
sixteenth century. When the real question 
arises, namely: are the advances mod- 
ern medicine general classified 
ordinary extraordinary means; and 
particular, what said modern 
surgery, X-ray treatment, Wangensteen 
tubes, oxygen tents, iron lungs and intra- 
venous feeding, there considerable dif- 
ference opinion. The opinion advanced 
here certainly tenable although leaves 
still incomplete basis for judging what 
are ordinary and what are extraordinary 
means preserving life. 

The advances modern medical sci- 
ence are due fundamentally the devel- 
opment the natural potentialities civ- 
ilized man living society, with each gen- 
eration building the discoveries and 
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achievements the last, evidently 
accord with the rational nature man. 
Thus inauspicious say that surgery, 
intravenous feeding, radiation therapy and 
the like are extraordinary means because 
they are themselves artificial and un- 
natural, that is, not against nature but cer- 
tainly not provision nature. They are 
not properly considered themselves, but 
rather must viewed their historical 
context. Just the life the individual 
advances and develops complexity and 
perfection according its natural poten- 
tialities, so, the divine plan, civiliza- 
tion culture develops. Thus what 
extraordinary one stage cultural 
scientific development may quite ordi- 
nary another, much the same way 
the swinging stride mature man his 
ordinary means locomotion, though 
would have been quite extraordinary for 
him the age two weeks. 

treat each advance modern 
medicine would require the dimensions 
book. fairly typical example 
shall consider the question intravenous 
feeding. The conclusions will applicable 
many the other modern medical and 
surgical advances and techniques. Among 
the modern Catholic authors Father 
Joseph Donovan, C.M., Father Gerald 
Kelly, and Father Joseph 
Sullivan would classify intravenous feed- 
ing ordinary means preserving life. 
The rudimentary case with which they deal 
described simply that man dying, 
whose life can prolonged for several 
weeks intravenous injections. Father 
Donovan says that this case intravenous 
feeding must considered ordinary 
means, and that discontinue would 
equivalent mercy killing. Both Father 
Kelly and Father Sullivan allow that the 
means is, least itself, ordinary, but 
they allow circumstances wherein could 
licitly discontinued. this way they 
bring clearly into light further refinement 
the principle. Father Kelly says: 
agree with Father Donovan that intra- 
venous feeding is, itself, ordinary 
means, but even granted that ordinary, 
one may not immediately conclude that 
obligatory. me, the mere prolong- 


ing life the given circumstances 
seems relatively useless, and see 
sound reason for saying that the patient 
obliged submit it.” Father Sullivan, 
while likewise allowing that intravenous 
feeding ordinary means itself, adds 
the case the circumstance great pain 
which can alleviated only briefly due 
drug toleration, and says that intravenous 
feeding is, however, artificial means, 
and that such case could con- 
sidered extraordinary and discontinued. 

extremely important notice that 
both Father Kelly and Father Sullivan 
consider intravenous feeding, itself, 
ordinary means prolonging life, 
and yet, certain cases both would sanc- 
tion its discontinuance: Father Kelly, be- 
cause “the mere prolonging life the 
given circumstances seems relatively 
and Father Sullivan, because “an 
artificial means preserving life may 
means relative the physical condition 
the patient.” 

Proposed Solution: the quotations 
just cited from Father Kelly and Father 
Sullivan, appears that each them has 
pried more deeply into the basic 
principle than anyone else since Father 
John DeLugo, 1670. Each them 
giving reasons why means which are 
ordinary themselves may discontin- 
ued under certain circumstances. While 
their reasons appear different, “rela- 
tive” the key word each quotation. 
Perhaps the word the key 
the whole problem. 

Let begin with the fact that have 
valid concept what call “finis 
which absolutely must achieved, any 
cost; might define such end 
good that essential the very nature 
man that either the ultimate end 
itself, necessary means that ulti- 
mate end that effort cost could 
conceived which would proportionate 
the loss such good. Examples would 
beatitude supernatural charity. How- 
ever, the very concept “finis absolute 
postulates the concept 
“finis relative This, turn, 


. 


might define good which, accord- 
ing right order, must sought with that 
amount effort and cost that reckoned 
proportion with the actual contri- 
bution the good, once obtained, the 
totality man’s nature and the pursuit 
his ultimate end. one would classify 
the prolongation human life 
and, granting that the prolongation hu- 
man life good which obtained 
relatively, our question precisely this: 
“Relative what?” answer this ques- 
tion, must ask another. What, precisely, 
the meaning human life, such, 
the present cosmic dispensation Divine 
Providence? other words, why ultimate- 
must human life preserved? 

have already seen that man cannot 
positively and voluntarily terminate his 
lifespan, and, moreover, man must pre- 
serve his life because the fundamental 


natural good which God has given 


the fundamental context which all the 
other goods, which God has given man 
means the end proposed him, must 
exercised. Therefore, the meaning 
“relativity” the preservation life 
seems the relation due propor- 
tion between the cost and effort required 
preserve this fundamental context, and 
the potentialities the other goods that 
still remain worked out within that 
context. 

now formulate definition or- 
dinary means from the classical and mod- 
ern opinions, and take this definition 
common denominator for working out 
cases this formula relativity, 
should have what set out find, that 
is, the grounds for the ultimate moral 
judgment most cases terminal illness. 
noted that what are looking 
for not new definition ordinary 
means, but rather definition drawn from 
the critical evaluation the standard au- 
thors. Using this definition conjunction 
with what hope clearer delineation 
the relativity involved, must not ex- 
pect find “moral slide rule” which will 
automatically solve our problems, but 
rather attempt find the ultimate grounds 


for the moral judgments. 

Summary Conclusions: Ordinary 
means might best defined 
which are hand, and not entail effort, 
suffering expense beyond that which 
men would consider proper for serious 
undertaking, according the state life 
each individual. 

Apart from subjective considerations 
pain, expense personal abhorrence 
(which classic authors generally use 
partial basis for judging means ex- 
traordinary most the commonly avail- 
able techniques modern surgery and 
medicine should classified ordinary 
means preserving life. 

The use these developed tech- 
niques, ordinary means, distin- 
guished from the everyday actions eat- 
ing, drinking and sleeping. 

These developed techniques need not 
used some circumstances. The rela- 
tion their use the remaining poten- 
tiality what have called “the funda- 
mental context human life” should 
the basis the moral judgment 
whether such modern means must used 
not. those cases where obligation 
use such means cannot demonstrat- 
ed, the means might considered 
“relatively extraordinary.” 

Caution: One further consideration 
should added, the form caution. 
must not too ready terminate the 
use either ordinary extraordinary 
means prolonging life, even though 
itself such termination would morally 
justified given case. 

First, there the danger that such 
attitude could construed the minds 
some sort “Catholic euthanasia.” 
the same caution, for the same rea- 
son, that advises prudence treating 
periodic continence, lest the charge 
“Catholic birth control” incurred 
misinterpreted sense. 

Secondly, there the medical pro- 
fession ideal which demands the fight- 
ing off pain and death until the last pos- 
sible moment. safe say that many 
the great advances modern medicine, 
well perfection and skill tech- 
nique, have been due what might fre- 


. 


have been called “useless pro- 
longing If, for example, modern 
surgery ordinary means preserving 
life, only because its extensive 
use those stages its development 
when was extraordinary means. This 


consideration bears directly 
common good. Father Kelly warns against 
defeatist attitude which would “turn 
back the clock” medical progress, and 
must not too ready risk lower- 
ing the medical ideal and retardation 
medical progress the immediate in- 
terests the individual case. 

Thirdly, must kept mind that the 
doctor acting the agent the patient, 
the next kin. Therefore, the 
wishes these are respected. the 
patient the next kin want really ex- 


respect their wishes. 
The author grateful the Rever- 
gent and Professor Medical Eth- 
ics, Georgetown University School 
Medicine for permission quote 
extenso from his Morals Medi- 
cine, 2nd ed. Westminster, Md. The 
Newman Press, 1959. 
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Questions Answered 


six public and private non-Catholic hospitals parish occasionally 
run into difficult moral problems. The other day nurse presented these casus con- 
Patients with mortal illness oftentimes are unable take food the normal 
manner. Nourishment then given them intravenously. Frequently, they linger for 
weeks, their only food being intravenous injections. the physician requests that the 
injections discontinued, the Catholic nurse wishes know the answers the follow- 
ing: (1) the giving nourishment intravenously extraordinary way preserve 
life? (2) May she cooperate carrying out the order? answer was yes 
both questions. 


(Signed) Parochus Cappellanus Perplexus 


fear that neglect intravenous feedings form mercy killing rather 
than means sustaining life that morally impossible use. Here cancerous 
patient given three months live, and cannot nourished except intravenous 
means; therefore let starve death, even willing? When theologians 
speak people being excused from life, they can this only extraor- 
dinary means, these theologians mean that one bound the morally impossible 
any more than bound try the physically impossible. Certainly mother 
like leave her little children and and live oasis the Sahara Desert 
prolong her life few years over what she would live staying home with her 
husband and the midst her children. 


Donovan, J.: Homiletic & Pastoral Rev. 49:904, Aue. 1949. 
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Psychiatric Approach the Dying Patient 


Paul Chodoff, M.D. 


That some the persons his profes- 
sional care will die is, sense, the dis- 
tinguishing characteristic the 
trade and common factor linking all 
branches and specialties medicine 
matter how otherwise diverse they may 
be. Yet, spite this, not great deal 
attention has been paid, formal 
systematic way, the clinical problems 
incident the care the dying patient. 
Although the reasons for this relative 
neglect are not simple, certainly im- 
portant one must the powerful emo- 
tions and the defenses against them uni- 
versally aroused healthy people con- 
tact with the dying. Since emotions and 
their intrapsychic and interpersonal mani- 
festations are the particular domain 
psychiatry, reasonable expect psy- 
chiatrists have something say about 
the theory and practice dealing with the 
problems occurring connection with 
The recent publication number 
contributions psychiatrists, notably 
that Eissler, suggests upsurge in- 
terest the subject which may re- 
sponse the needs the considerable 
groups people who, alienated from re- 
ligion meaningful experience, and 
influenced the prestigious role 
science our culture, are likely turn 
the psychiatrist rather than the min- 
ister help them deal with matters ulti- 
mate concern such problems faced 
the dying individual and his family. 

may said objection, that the 
psychiatrist only infrequently has pro- 
fessional relationship with patient whose 
life known ending. This cer- 
tainly true, but when such relationship 
does occur, often relatively pro- 
longed and intensive one which the re- 
actions both the patient and the psy- 
chiatrist can scrutinized the latter, 
who trained the techniques par- 


From George Washington University School of 
Medicine, Washington, 


ticipant observation. Also, there are avail- 
able number studies which psychia- 
trists have investigated various methods 
the reactions patients cancer and 
death-threatening chronic illness. Since 
death fears and fantasies about death play 
important role the problems many 
his physically healthy patients, the psy- 
chiatrist must have theoretical attitude 
towards death and dying, providing an- 
other reason which may make his contri- 
butions the subject useful not only 
his colleagues within his own specialty but 
also physicians other branches 
medicine who are faced, far more often 
than the psychiatrist, with the necessity 
dealing with dying patients and their fami- 
lies, and with themselves relation 
them. 

The physician whose patient has failed 
respond medical treatment, and for 
whom realistic hope recovery has been 
abandoned, now has the duty making 
comfortable possible whatever space 
life remains the suffering human 
being under his care. This includes the 
provision appropriate therapeutic meas- 
ures such drugs which may neces- 
sary minimize pain and anguish. in- 
cludes the making and carrying out 
told about his condition and when 
life-prolonging treatment longer 
gift but only prolonging agony, de- 
priving the patient opportunity 
die with dignity and leaving his relatives 
exhausted and terrified. includes playing 
the role advisor relatives whose judg- 
ment may impaired grief and de- 
spair sufficiently affect adversely the 
treatment the care the patient who 
the primary concern. Above 
includes willingness make him- 
self the object, reliable and accepting, 
the dependent impulses and 
encourage the flowering these impulses 
that strong and trusting relationship 


. 


can established between the patient and 
himself. 

The ability the physician carry out 
the grave and trying tasks outlined above 
will general terms function the 
degree emotional maturity has been 
able attain and the strength and 
warmth his personality. will also 
more favorable position help the 
dying can believe both Freud and 
Heidegger did, from their different points 
view, that death somehow not the end 
life but rather integral part the 
life process imparting meaning, depth and 
poignancy it. However, whatever the 
nature his philosophical views about 
death, the physician will able better 
cope with the problems his dying pa- 
tient, aware certain interfering 
factors within himself. Very important 
among these the need omnipotent 
which may one the unconscious de- 
doctor and which, some extent, built 
into the historical foundations present 
day medicine. The prospective death 
one his patients will act threat 
the omnipotence the physician (pos- 
sibly particularly strongly sur- 
geon) and, unless has developed suffi- 
cient self awareness counteract its ef- 
fects, may react any number 
ways. may invoke the defense 
denial, refuse admit the inevitable and 
engage onslaught desperate meas- 
ures which have realistic hope stay- 
ing the disease process effectively pro- 
longing life, the same time rationalizing 
his blindness with incantatory slogans. 
may grow angry the patient for threat- 
ening his omnipotence, and either with- 
draw completely from the case de- 
personalize the relationship adopting 
cold, impersonal and “scientific” attitude 
which will certainly felt the patient 
malevolent and rejecting. his in- 
ability accept his human limitations, 
such physician deprives his patient 
the opportunity becoming dependent 
and thus powerful defense against 
anxiety. Another destructive potential 
the omnipotent physician lies the dan- 
ger that may unconsciously exploit the 


relationship with the dying patient ac- 
cordance with his own needs, im- 
posing his own values, religious other- 
resist such disturbing psychic assault. 

well documented that contact with 
the disabled and helpless may excite the 
healthy ambivalent reaction contain- 
ing elements hostility, and physicians 
are not automatically immune such im- 
pulses. When present, these may reinforce 
the attitude cold, rejecting imperson- 
ality mentioned above, but they probably 
are more likely give rise reaction for- 
mations causing the physician become 
plight, frightening the patient his own 
despair and hopelessness, and becoming 
unable deal objectively with the situa- 
tion. such case, the identi- 
fication with his patient essentially 
negative and destructive one which will 
prevent the sick person from establishing 
the kind positive identification with his 
physician which will sustain him emotion- 
ally. 

dealing with patient who soon 
die, the healthy physician may experience 
and because this, hampered his 
ability communicate meaningfully with 
his patient. Such reaction, akin the 
embarrassment any sensitive person might 
feel tactless display wealth before 
someone down his last penny, 
understandable one, but when accentuated 
the point causing the physician 
avoid the patient, too, probably has its 
origin dissociated negative feelings 
some more specific emotional problem 
the doctor. This attitude may rein- 
forced acute uncomfortableness, 
brought contact with those marked 
for imminent death, physicians whose 
own death fears are being controlled 
rather fragile denial processes. such 
cases, the instances mentioned the 
previous paragraph, only insight 
into his own personality structure and 
practice observing the interactions be- 
tween himself and others, that the physi- 
cian will enabled continue use- 
ful his patient after can longer 


. 


devote himself efforts towards bringing 
about cure. 

Let turn now the object the 
concern, his patient, who 
faced with the stupendous task some- 
how coming terms with the threat 
non-being, personal annihilation. 
should mentioned that the problem 
arises its purest form, for the most part, 
only cases spreading and inoperable 
malignancy, since, other conditions, 
such vascular diseases, the patient can 
generally have some reason hope for 
prolonged period quiescence with put- 
ting off death some indefinite time 
the future. 

The threat the intactness the or- 
ganism represented progressive can- 
cerous illness the utmost gravity and 
will call into play all the personality re- 
sources the individual. These will 
deployed manner characteristic 
the individual threatened, 


unique method coping with the 


developed over the years resultant 
his hereditary endowment and his life 
experiences. Thus the manner which 
individual will react life-threaten- 
ing illness highly individual matter and 
for this reason that superficial ques- 
tionnaires and moralistic generalizations 
about “always” telling not telling pa- 
tient suffers from fatal disease are 
little value guiding the physician 
helping particular patient who faced 
with the problem not abstract ques- 
tion but agonizing immediacy. What 
healthy people say when asked whether 
they would want told, and how these 
same people react the actual situation 
when confronted with may quite dif- 
ferent. Thus, the physician who has 
decide how much tell his fatally ill pa- 
tient must rely his own judgment, aided 
the personality make-up and the degree 
ego strength weakness that particular 
patient well his family circumstances. 

Faced with illness disability and espe- 
cially when this carries with the threat 
death, there very strong tendency 
for people employ the defense denial, 
that the physician should make every 


effort learn the vicissitudes that this 
ubiquitous defense may undergo and the 
various forms which may present it- 
self. the case the patient with fatal 
illness, denial may appear simple ex- 
plicit refusal face the facts their con- 
sequences. Such individual 
does not have cancer and protects his 
ignorance avoiding any reference the 
subject and doing what his physician 
suggests without asking questions. Other 
less absolute denials manifest themselves 
grasping the straws illusory im- 
provement, shopping around for new 
treatments and responding eagerly 
them, demanding constant reassurrance 
from physicians and relatives. contrast 
the patient who uses explicit denial 
such patient likely overtly 
anxious and suspicious. Both guilty and 
depressive reactions, and reactions 
blaming other people for the illness may 
more subtle forms denial, since, 
one sick because one’s own misdeeds 
someone malice, human agency 
responsible either case, and thus one 
can hope that what has been caused 
human will may cured through expia- 
tion propitiation. 

each case, guided his knowledge 
the patient and the life situa- 
tion, the physician must make the decision 
whether encourage combat denial. 
There are many people who cannot, with- 
out disruptive panic, face the fact that 
they must die, not sometime the future, 
but soon, and patients this class must 
made comfortable possible with 
drugs even the point clouding 
consciousness this necessary, must 
reassured, allowed regress de- 
pendent status, and permitted 
their deaths without that they 
are dying. There are other patients for 
whom disservice foster denial 
mechanisms. This group, often well inte- 
grated and emotionally 
uals, may actually made more anxious 
their tendencies denial are encour- 
aged, while they can helped their 
difficult task maintaining equilibrium 
relationship with their physician 
which their actual situation, though put 


the best light realistically possible not 
falsified glossed over. Sometimes such 
individual through engagement 
I:thou relationship with gifted physician 
can helped make his dying, almost, 
paradoxically, creative act, lending 
meaning and richness the life which 
has gone before. 

all seriously ill, and therefore more 
less helpless persons, dependency feel- 
ings previously held check are mobilized 
and must dealt with. the case the 
fatally afflicted, the physician does not 
have concern himself about the long 
range effects these the interpersonal 
relationships the patient, but can devote 
himself fostering, and, with the aid 
the relatives, satisfying these dependent 
sible even this should involve some de- 
gree personality regression the pa- 
tient. This true, although with con- 
siderable differences degree, matter 
what extent the patient employing 
denial mechanisms. allowed be- 
come dependent and have their de- 
pendent needs gratified loving attend- 
ants will help dissipate the fear felt 
terminal cancer patients that there some- 
thing loathsome about them which will 
cause them rejected, even shunned. 
Such feeling, while having element 


When Death Imminent 


reality cases where destructive le- 
sions are obvious enough disturb those 
contact with the patient, may also 
related feelings hostile envy experi- 
enced the patient towards the fortunate 
healthy ones sees about him and from 
whom may fear retaliation. can 
seen that destructive transactional inter- 
change may set the persons to- 
ward whom these feelings are directed are 
themselves the type previously men- 
tioned who are made very uncomfortable 
contact with dying patients. 

spend time learning about the emo- 
tional reactions dying patients and 
devote psychotherapeutic effort those 
the process dying may unpalatable 
many physicians, geared they are 
towards curative efforts. However, the 
responsibility see his patient 
through the end. can discharge this 
duty well badly; well may 
find some benefit from the increasing ex- 
perience psychiatrists the intense, 
complex, interpersonal processes which 
occur during the period when human 
being taking his leave life. 
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With regard the use artificial life sustainers, when death inevitable and immi- 
nent, the doctor should feel free conscience use not use these things accord- 
ing circumstances each case. making this judgement, the doctor must con- 
sider whether not these offer hope any real benefit his patient, whether they 
impose disproportionate hardship the patient his family, and whether not 
failure use such means would reflect unfavorably him the medical profession. 
always unlawful administer any drug for the sole purpose producing 
hastening death this effect can never sought intended. However, this effect 
foreseen but not directly intended, and there other way alleviate unbearable 
may administered, for this case two effects, one good and the other 
evil, both flowing from the same cause. this case only the good effect intended, and 
the evil effect merely tolerated, and proportionately serious reason exists for toler- 
ating the evil effect. 
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The Misuse Narcotics Patients 


Suffering from Cancer 
Enoch Callaway, M.D. 


The misuse narcotics patients 
suffering from cancer all times very 
positive factor controlled those 
charged with the care those patients. 
Clinic directors and their staffs must 
constantly alert this complication and 
know what measures take minimize 
this danger. 

The premature use narcotics pa- 
tients who have cancer can materially un- 
favorably influence their chance for effec- 
tive management the disease. Addiction 
takes place very rapidly and when this 
occurs there nothing more important 
those who are addicted narcotics than 
the satisfaction their desire for ever 
creasing quantities drugs. semblance 
cooperation can expected nor the 
least credence given their complaints. 
Even the condition were not 
hopeless rapidly deteriorates until be- 
comes impossible more for these pa- 
tients than attempt maintain them 
reasonable drug ration. 

The use narcotics causes many per- 
sonality changes that tend disrupt the 
patients’ relationships with their loved 
ones. Both the patients and their families 
become progressively more unhappy and 
less able orient themselves the true 
state affairs. 

The insistence the part the pa- 
tients for ever increasing amounts 
drugs makes impossible for their fami- 
lies resist and when the prescribed 
supply narcotics becomes exhausted too 
rapidly the attending physician faced 
with the responsibility prescribing very 
large amounts narcotics, attempting 
control their use. The financial burden 
the patients their families can rapidly 
reach ruinous point for people aver- 
age low income. 


From the West Georgia Cancer Clinic, City-County 
Hospital, La Grange, Georgia 


The maintenance good state nu- 
trition primary importance the 
treatment cancer either surgery, 
radiation therapy chemotherapy. When 
good nutrition cannot maintained, the 
therapy frequently must interrupted 
such extent that the ultimate results 
hoped for cannot possibly attained. 
The use even slight degree 
usually interferes with both the intake and 
utilization food. The excessive use 
narcotic drugs can make the patient in- 
different food that approximation 
balanced diet consumed. The nutri- 
tional state the patient frequently be- 
comes pathetic. 

There nothing more distressing than 
see sad condition the pain 
becomes actual and realize that 
have already exhausted our ability re- 
lieve his suffering, because the administra- 
tion narcotics had commenced before 
there was any actual need. 

Due the general misconception 
both the public and many practitioners 
medicine that cancer always painful 
disease, very easy for the patient who 
has had diagnosis cancer feel that 
should have some type drug re- 
lieve pain which, many instances, 
imaginary. have frequently had some 
member the family call tele- 
phone after have made the diagnosis 
carcinoma: “You forgot give Aunt 
Sally prescription for something re- 
lieve her pain.” When tell the caller 
that Aunt Sally did not have any pain, 
and probably will not have any, the reply 
has been: “You found that Aunt Sally 
had cancer, you, cancer 
cause Unfortunately, times in- 
stead calling me, the local physician 
called in, and the family insists that the 
pain relieving medicine prescribed, even 
though the patient not complaining 


and probably will not complain pain. 

normal person, who knows sus- 
pects that has cancer, feels fear, un- 
certainty and depression. this state, 
rather than admit that afraid de- 
pressed, may substitute pain ex- 
planation his emotions. this point, 
will ask for and accept anything which 
offers him escape from his mental 
agony. this state mind can very 
easily assume that the use narcotics 
necessary, and may 
much more rapidly than other types 
patients. this point, needs under- 
standing and sympathy, possibly mild 
sedation and tranquilizing agents, but not 
narcotics. 

Many patients become addicted because, 
after heavy radiation, they may have 
considerable skin reaction and placed 
narcotics their family doctor, the 
belief that this skin reaction constitutes 
major source pain and discomfort. The 
pain from x-ray reaction not severe 
one would expect from its appearance, 
and can all times relieved proper 
local treatment. the most, the patient 
needs nothing more than hypnotic 
allow him get sufficient rest night 
until the reaction subsides. 

Cancer not generally painful disease. 
The great majority patients who have 
cancer and die from cancer without 
suffering any considerable amount pain. 
Unless cancer involves the bone some 
hard tissue where swelling cannot take 
place, unless produces obstruction 
drainage direct pressure nerve, 
the cancer per not painful. course, 
any open, ulcerated infected wound 
painful, whether this condition caused 
malignant tumor not. Even this 
condition, pain can frequently com- 
pletely eliminated the cleaning the 
wound with palliative electrosurgery. 

our clinic, have found the proper 
psychological care the patient ap- 
parently the most important single factor 
preventing the misuse narcotics 
our patients. 

Most patients have known nothing 
about cancer except from the condition 
patients who have died the disease. All 


their ideas cancer patient are 
those with terminal cancer who have 
either been narcotic addicts have ac- 
tually suffered pain this stage the 
disease. The patient who has been cured 
cancer has rarely announced the fact 
that had cancer and has been cured, 
and even his friends and close members 
the family have frequently not known 
that was cured cancer patient. This 
habit concealing the presence cancer 
has certainly helped establish the 
minds the public general that cancer 
has very low cure rate, and disease 
associated with intense suffering. This, 
course, makes most persons become mark- 
edly depressed when they find suspect 
that they have cancer. 

have always felt that all patients’ in- 
terests are best served telling them the 
truth about diagnosis, and explaining 
the possibility arrest and permanent 
cure. have never believed that you can 
carry the patient through extensive surgery 
prolonged deep x-ray therapy and still 
keep him ignorant the fact that has 
cancer. Telling the patient the truth pre- 
vents the building barriers between 
the patient and his physician, and assures 
the patient the fact that any time 
can call the physician for information, 
psychological aid and comfort. also 
allows the family deal with the patient 
friendly, understanding and loving 
manner removing the false pretense 
that there nothing materially wrong with 
him. have always practiced telling pa- 
tients that they have cancer and have 
taken the time discuss their condition 
fully possible. The idea often ex- 
pressed, that telling the patient may drive 
him suicide, has certainly not been true 
far patients are concerned. 
have never had West Georgia Cancer 
Clinic patient commit suicide. actually 
believe that the patients who are told the 
truth and feel free discuss their condi- 
tion with their physician are much less 
liable self-destruction than the patients 
who are suffering with uncertainty and 
who are free imagine the worst. 
rule, the human mind able cope with 
any known situation. The fear the un- 


known and the uncertainty the future 
are much more likely produce marked 
condition melancholia and possibly sui- 
cide. 

informing them that they are suffer- 
ing from cancer, sufficient time should 
taken give them understanding and 
sympathy, that they can allowed 
adjust the knowledge their condition. 
This, course, needs 
amount time and produces great 
amount mental strain the part the 
doctor. feel, however, that this 
pays off the long run making the pa- 
tients more cooperative and less subject 
emotional and neurotic disturbance. the 
time that talk the patients, as- 
sure them the fact that cancer not 
necessarily painful disease and, also, 
that pain not symptom recurrence. 

our minds any part our body, and 


start considering how feels and whether 


there are any painful sensations, can 
produce psychosomatic condition that 
will painful. The old trick sitting 
down quietly, and considering just exactly 
how one our big toes feels, can very 
quickly demonstrate that can 
produce discomfort and painful sensa- 
tions purely concentrating any ana- 
tomic location. very 
plain the patient that the thing watch 
for the way recurrence not any 
sensation that may have any feeling 
pain discomfort. These things are 
probably coincidental and have nothing 
with the cancer. also explain 
the patients that they may have discom- 
fort the site surgery radiation, and 
doing this prevent the patients from 
focusing pain and from possibly de- 
veloping psychosomatic pains due this 
attention. also explain the patients 
that cancer does not give them immunity 
any other disease, that they can have 
influenza, bad colds, muscle cramps, neu- 
ralgia and, fact, any the diseases from 
which any other person may suffer. 
further explain that they are not assume 
that everything that happens them 
due the fact that they have cancer. 
also tell them that they should insist that 


any other doctor who sees them when they 
get sick should carefully eliminate the 
possibility any other trouble, rather 
than assume immediately that they are 
having recurrence pre-existing ma- 
lignant condition. have had patient 
sent very heavily narcotized because 
his physician had the impression that his 
pain must due some condition re- 
lated the pre-existing cancer when, ac- 
tually, the patient was suffering from acute 
gangrenous appendicitis. 

Patients who are going undergo radi- 
cal surgery any type are told that this 
bound followed some degree 
psychological, physiological ana- 
tomic disability. This matter carefully 
explained. They are told how they can 
best overcome these disabilities, 
possible; not, how much these disabili- 
ties will limit their activities, both from the 
standpoint their occupational activities 
and social relationships. This particu- 
larly important neck and head surgery, 
and surgery where 
colostomies ileostomies have per- 
formed. Since have told all our pa- 
tients their diagnosis, have large 
group patients who are willing visit 
new patients and tell them how they have 
succeeded overcoming any disabilities 
following such surgery. have found 
that, many case, this very helpful, 
and will pull the patients away from any 
feeling rejection and despondency. 
sure that this method psychological care 
the cancer patient plays great part 
preventing them from resorting the un- 
necessary use narcotics. 

Since the use chemotherapeutic 
agents, even though may not prolong 
the life, frequently does produce 
temporary shrinking lesions and 
thereby relieves discomfort and pain, 
feel that patient should ever totally 
denied some type treatment. Even 
positive benefit obtained from the treat- 
ment, there much comfort the patient 
when feels that every effort being 
made help him. 

When pain actual and relief needed, 
the action milder remedies should 
exhausted before resorting the actual 


use habit-torming their 
allegedly non-narcotic substitutes. 
surprising how much relief from pain ade- 
quate doses aspirin will afford. Fre- 
quently the cancer patient does not need 
pain relief much needs from 
apprehension and nervousness. 
cases, find that the judicious use 
tranquilizing agents and hypnotics can 
satisfy the patient’s need and much 
less likely produce harmful effects than 
the use even milder types narcotics. 

Most patients who die from cancer 
without suffering severe pain. Many 
them die without suffering any pain what- 
soever. The simple fact that patient has 
had diagnosis cancer not any indi- 
cation for narcotics. The physician who 
attends cancer patient should carefully 
secure all possible information concern- 
ing him. should very carefully con- 
sider whether this patient absolute 


need relief pain the use nar- 
cotics before administering prescribing 
them. The tendency the part the can- 
cer patient develop depressed emo- 
tional state makes extremely easy for 
him succumb the habit-forming ef- 
fects narcotic drugs, particularly those 
drugs which produce euphoria. The bur- 
den responsibility the original pre- 
scriber narcotic drugs heavy, since, 
their use ill advised the 
chance cure and survival may lost. 

Good psychological handling cancer 
patients can frequently long way 
prevent the misuse drugs. Pal- 
liative surgery, radiation therapy for 
painful lesions, chemotherapy, the me- 
chanical cleansing and disinfeciing 
ulcerated wounds the use electro- 
surgery, and all other possible methods 
relief should exhausted before resort- 
ing narcotic drugs. 


Opposing The Influence 


Does your conscience never hint you, the impiety being constant warfare 
against the plans Providence? But here you step officiously with your art, disap- 


point those wise intentions nature, 


service society, some favourite first minister, who, out the great benevolence 
his heart, should procure pardon for all criminals that applied him: Only think 


the consequence! 


—Benjamin Franklin: Letter Dr. John Fothergill, March 14, 1764. 


Death Duty 


Quand tout perdu, quand n’a plus 


vie est opprobre, mort devoir. 


Bronstein (Memorial Center, presented evi- 
dence that preoperative irradiation can greatly improve 
the prognosis even the most dire esophageal cancers. 
this preliminary report patients undergoing 
thoracotomy following course supervoltage x-ray ther- 
apy, resection was possible these, eight showed 
either evidence tumor very small residual tumor 
limited the mucosa and submucosa muscularis. 
also significant that positive regional nodes were 
found this group and that only three patients had dis- 
tant positive nodes. 


(Michael Reese Hospital Tumor Clinic, 
Chicago) encouragingly described early results with the 
use the high-energy electron beam the treatment 
inoperable cancer the lung and esophagus. utiliza- 
tion high energy electrons the range 25-35 mev 
offers minimum general radiation effects, avoids exit 
doses and permits the application cancerocidal doses 
limited area the thoracic cage under conditions 
well tolerated the patient. The relatively low density 
lung tissue compared bone and connective tissue 
results lower absorption electrons and consequently, 
permits better penetration; opposite two-field tech- 
nique angular approach facilitates the delivery 
sufficient amounts radiant energy and causes less fi- 
brosis the lungs than exposure traditional forms 
therapy. group patients with inoperable eso- 
phageal cancer, only were physically able finish 
the course treatment. Six have survived more than 


year, two more than nine months and two less than six 
months. 


Chu and others (Memorial Center, also pre- 
sented report the use the electron beam. Their 
Study showed complete regression per cent 
group patients with inoperable breast cancer for 
average eight months and partial regression per 
cent. group patients with recurrent chest-wall 
lesions lymph node metastases complete regression was 
achieved per cent and partial regression per 
cent. The results compare favorably with the data .re- 
ported this group 1957, when supervoltage techniques 
were used. advantages offered the electron beam 


re 


are dose distribution fit each individual clinical 
ting and fewer undesirable complications, such skin, 
lung and systemic reaction. 


Radiation Reduction: 


practical method reducing radiation exposure 
x-ray examinations has been reported Dr. Lewis 
Etter, Pittsburgh. Technique involves placing thin layers 
copper and aluminum the path the x-ray beam. This 


does not affect brightness screen and cuts dosage 
per cent. 


Canadian Dentists Vote M.D. Liaison: 


Canadian dentists would like closer ties the 
medical profession, according survey among 1000 dele- 
gates the Canadian Dental Association. They voted 239 
that the dental profession does not have enough 
liaison with physicians. The dentists also indicated they 
want the privilege admitting patients hospitals 
without having through physicians. some states 
the Indiana, for example dentists are mem- 
bers the state medical society and doctors hold member- 
ships the dental group. 


ADA Office: 


The American Dental Association has established 
Washington office, with Dr. Willard Camalier fulltime 
director. president ADA, for the last five years 
has been assistant secretary the association, post 
will retain. office address 806 Connecticut 
Avenue, W., Suite 202. 


Kidney Radiation 


Fairweather and (U. Texas) recently 
reviewed the literature radiation nephritis and reported 
acute case developing five months after irradiation 
the abdomen for metastatic seminoma. They suggest that evi- 
kidney damage looked for patients receiving 
heavy doses radiation therapy the kidney area and that 
such irradiation should held the minimun. 
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Date 
1960 


Feb. 3-6 

Feb. 7-9 

Feb. 10-12 
Feb. 11-13 
Feb. 18-20 
Feb. 21-24 
Feb, 25-27 


Feb. 28-Mar. 
Feb. 29-Mar. 


Mar. 6-13 
Mar. 13-14 
Mar. 13-18 
Mar. 15-16 
Mar, 15-17 


Mar. 17-19 
Mar. 17-19 
Mar. 18-19 
Mar. 19-24 
Mar. 20-23 


Mar. 21-23 
Mar, 21-24 
Mar. 24-26 
Mar. 28-31 
Mar. 

30-Apr. 


Mar. 31-Apr. 


Apr. 1-3 
Apr. 2-6 
Apr. 3-6 


Apr. 3-7 
Apr. 4-9 
Apr. 7-9 
Apr. 8-12 
Apr. 11-15 
Apr. 11-15 
11-15 
Apr. 11-16 
Apr. 11-16 
Apr. 11-16 
Apr. 13-15 
Apr. 20-24 


Apr. 
Apr. 
Apr. 25-30 
Apr. 26-29 
Apr. 28-30 
Apr. 28-May 


COMING MEDICAL MEETINGS 


Meeting 


American College Radiology 

Congress Medical Education and Licensure 
American Academy Occupational Medicine 
Society University Surgeons 

Central Surgical Association 

California Medical Association 

Symposium Fundamental Cancer Research 
University Texas Anderson 

Hospital and Tumor Institute 

American College Allergists 
American College Surgeons 


American Otorhinologic Society for Plastic Surgery 

American Otological Society 

National Health Council, National Health Forum 

American Broncho-Esophagological Association 

American Laryngological, Rhinological and Otological 
Society 

American Radium Society. 

International Symposium Blood Platelets 

American Laryngological Association 

American Academy General Practice 

Pan American Association Otorhinolaryngology and 
Broncho-Esophagology 

American College Surgeons 

Southeastern Surgical Congress 

American Association for the History Medicine 

Southwestern Surgical Congress 

American Gastroscopic Society 

Neurosurgical Society America 


American Gastroenterological Association 


American Society Internal Medicine 
American College Obstetricians and Gynecologists 
American Surgical Association 


International Anesthesia Research Society 

American College Physicians 

American Association Railway Surgeons 

American Dermatological Association 

American Association Immunologists 

American Physiological Society 

Federation American Societies for Experimental Biology 
American Association Anatomists 

American Society Biological Chemists 
International Anatomical Congress 

American Public Health Association, Southern Branch 
International Congress Gastroenterology 


International Academy Pathology 

American Proctologic Society 

American Academy Neurology 

Industrial Medical Association 

American Association Pathologists and 
Hawaii Medical Association 


City 


New Orleans 
Chicago 
Williamsburg, Va. 
Minneapolis 
Chicago 

Los Angeles 
Houston 


Bal Harbour, Fla. 
Boston 


Miami Beach 
Miami Beach 
Miami 

Miami Beach 
Miami Beach 


San Juan, 
Detroit 

Miami Beach 
Philadelphia 
Miami Beach 


Colorado Springs 
New Orleans 
Charleston 

Las Vegas 

New Orleans 

Del Monte Lodge, 

New Orleans 


San Francisco 
Cincinnati 
White Sulphur 
Springs, Va. 
Washington, 
San Francisco 
Chicago 
Boca Raton, Fla. 
Chicago 
Chicago 
Chicago 
New York City 
Chicago 
New York City 
Memphis 
Leiden, The 
Netherlands 
Memphis 
Houston 
Miami 
Rochester, 
Memphis 
Honolulu 
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